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What counts Is. 
performance 
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eae . | 
ape. 


The ISOLETTE” 


f A Foreign Copy 


The imitation on the right is typical of many infant incubators 
that look like the ISOLETTE. Like all of them, this copy sells 
for less. Its purchasers learned, too late, that lower prices and 
superficial resemblance don’t help to save premature babies. 


When life hangs in the balance—what counts is performance— 
not resemblance. Learn the facts about incubators and incubator 
performance before you buy. Send for a copy of “Report of 
Comparative Tests on Infant Incubators.” As one physician 
wrote: “It’s an eye-opener !"’ 

This report tells you which incubators have accurate indicating | ® 
thermometers; which hold an even temperature in spite of 
changes in nursery temperature; which maintain the desired 
relative humidity, whether the inside temperature is high or low. | 4 


the 


information, write 
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“It is difficult to fail to be impressed 


7 with a drug which like penicillin, or 


cortisone, has an almost accurately pre- 
dictable and unfailing effect, and which 
is capable of revising pathological 
changes of long standing. * 


“It (intramuscular trypsin) is effective 
in extraocular trauma, uveal tract in- 
flammation, in anterior and in some 
posterior chamber hemorrhages of re- 
cent origin.”? 

“A salutary effect on the thrombophle- 
bitic process was elicited. The per pa- 
tient hospital stay averaged 19 plus days 
for those not receiving trypsin, against 
9 plus for those who did receive it.’”* 
Direct anti-edema, anti-inflammatory 
action has many applications in the 
wards, emergency rooms and out- 
patient clinics. 


Advantages of PARENZYME, Intramuscular 
Trypsin: 


@ Safe method of administering parenteral 
trypsin; no major side effects; not antico- 
agulant 


@ can be used in conjunction with any other 
therapy prescribed 


e@ carly ambulation and return to full activity 


@ no metabolic derangements such as often 
occur with other anti-inflammatory agents 


@ known amount of active enzyme is used 
@ tends to enhance use of antibiotic therapy 


PROD U CT 
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From the 
Literature 


Deep laceration left Antibiotics plus 
eyebrow. Penicillin Parenzyme administered. 
administered, condition 24 hours improvement. 
worsened, marked 48 hours eye opened. 
edema, pre-auricular Rapidly healing. 


adenopathy, pain. 


Female diabetic, Parenzyme administered 
72 years old. Peripheral daily. Healing of ulcer 
arteritis obliterans, complete. Pain and 
with cellulitis and edema eliminated. 
grenous ulcerations. 
tning pain. 
Time between photos 9 weeks. 


INDICATIONS: The cardinal indication for 
Parenzyme is acute inflammation regardless 
of etiology. 


TRAUMATIC WOUNDS: slow-healing 
wounds, bruises, contusions, black eyes. 


SKIN ULCERS: decubitus, varicose, diabetic. 


VASCULAR DISORDERS: phlebitis, throm- 
bophlebitis, phlebothrombosis. 


OPHTHALMIC: iritis, iridocyclitis, 
chorioretinitis. 


The film, CLINICAL ENZYMOLOGY, i 
available for showing at all hospital meetings 
upon request, ‘ 


DOSAGE: 2.5 mg. (0.5 mi.) eo q. 6h. 
until improvement results; q. 12 h. thereafter. REC- 
OMMENDED METHOD OF INJECTION: Very 
slowly intragluteally. 


SUPPLIED: 5 ml. multiple-dose vials (5 mg. 
trypsin/mi.,) 


REFERENCES: 1. Wildman, P. J. Intramuscular 

in the Treatment of Chronic 

— Ange. Oct. 1955. 2. Campagna, N. and 
Hopen, Trypsin in Ocular Di at a. 

State Medical Journal, 27, March “i . Seligman, 

B. Clinical est Man 1955 with Trypsin, Ob 

cal Journal, 51, May 1955. 


HE NATIONAL DRUG 


PARENZYME INTRAMUSCULAR TRYPSIN 
in HOSPITAL USE 
| 
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MOST USEFUL ANTIBIOTIC 
FOR THE MOST 
PREVALENT INFECTIONS 


ILOTYCIN 


(Erythromycin, Lilly) 


Over 96 percent of acute 

bacterial respiratory in- 

fections respond readily. 

More than 80 percent of 

all bacterial infections 
are highly susceptible. 


Supplied as specially 
coated tablets, pediatric 
suspensions, I.M. and I.V. 
ampoules, and ointments. 


WIDELY EMPLOYED 
REPOSITORY PENICILLIN 


DURACILLIN A.S. 


(Procaine Peniciilin—G in Aqueous Suspension, Lilly) 


‘Duracillin A.S.' is pre- 
ferred by many physicians 
because of its prompt, 
ample, and sustained peni- 
cillin effect. Every pro- 
duction lot is testéd on 
animals for “syringe- 
ability." 


Supplied in many sizes and 
strengths-—-in ampoules, 
Cartrids, and disposable 
syringes. 


THE NEW STANDARD IN 
ORAL PENICILLIN THERAPY 


V-CILLIN 


(Penicillin V, Lilly) 


This new penicillin is the 
only penicillin that is 
not affected by gastric 
acidity and is rapidly and 
efficiently absorbed. Dose 
for dose by the oral 
route, it produces 50 to 
100 percent higher peni- 
cillin blood levels than 
soluble penicillin--G. 


Supplied as attractive 
green—and-gray pulvules of 
125 mg. (200,000 units), 

in bottles of 50. 


EFFECTIVE, SAFE SULFONAMIDE 


NEOTRIZINE- 


(Meth-Dia-Mer- Sulfonamides, Lilly) 


Three sulfonamides are 
provided in ‘Neotrizine' 
for greater and wider 
effectiveness and safety. 
Sulfonamides remain the 
therapy of choice in 
several clinical condi- 
tions. They are frequently 
chosen on the basis of 
economy. 


Supplied as tablets and 
suspension. 


PS. 


hospitals 


journal of the American Hospital Association 


colume 30 number 2 january 16, 1956 

editor 

Edwin L. Crosby, M.D. 
Calendar of Association and Allied Meetings 6 
' executive editor Index to Advertisers | 96 
James E. Hague Classified Advertising 97 

managing editor 

David T. Riddell articles 


production manager 
Newton.J. Jacobson 


assistant editors 

Aaron Cohodes 
Esther Driscoll 
Barbara Elsholz 
Marjorie M. Lawson 
Charles §. McCaleb 


advertising and business manager 
Bremen |. Johnson 


assistant business manager 
Hal Levinson 


advertising production manager 
Martha E. Miller 


circulation supervisor 
Dorothy Heller 


STAFF CONSULTANTS 


LeRoy E. Bates, M.D. 
Howard F. Cook 

Marion J. Foster 

Marian L. Fox, R.N. 

Ann S. Friend 

Sarah H. Hardwicke, M.D. 
Verne Kallejian 

Malcolm T. MacEachern, M.D. 
James R. Neely 

Arnold A. Rivin 

William T. Robinson 
Elizabeth M. Sanborn 
Daniel S. Schechter 
Joseph A. Williamson 
Kenneth Williamson 
Clifford Wolfe 

Helen Yast 


ADVERTISING REPRESENTATIVES — 


Chicago: Gordon A. Thoman 
18 E. Division St.—WHitehal! 4-4350 


New York George B. Janco 


Nursing Service and Education: Part 2—A Forecast 
: | _ Albert W. Snoke, M.D., and Richard B. Ogrean..... 30 
Nursing Students in the Future 
Margaret D. West and Edwin L. Crosby, M.D... 33 


Principles of Seyre, PhD........ 34 
Creative Hospital Administration Jack Masur, M.D. 36 
Traveling Medicine 39 


Controlling Personnel Costs through o Man-Hour Progrom 
A. Robert Crawford and Lester M. Bornstein 40 


How is Blue Cress Meeting the Demands? James E. Stuart 43 
Recovery Rooms Mean Better Care for Mothers: 
|. Setting up the Room Margaret K. Schafer 47 


2. Putting the Room into Operation Augusta Simmons, R.N. 48 
Defining the Buyer-Seller Relationship—2 James J. Ritterskamp Jr. 52 
Five Vital Steps in Food Cost Control .___Lendal H. Kotschevar, Ph.D. 60 
The Housekeeper is on the Patient's Team, Too! _... Gail Rankin, R.N. 73 


departments 

Accreditation Problems. Kenneth B. Babcock, M.D. 8 
Introducing the Authors Lo 
Digest of the News | 17 
Opinions and Ideas 20 
Service from Headquarters 24 
Editorial Notes 29 
Professional Practice 47 
Purchasing . 
Equipment and Supply Review 56 
Food Service and Dietetics 60 
The Literature 66 
Personal News ; 70 
Laundry-Housekeeping 73 
News 75 
Pro Re Nata John H. Hayes 94 


This portrait of a student nurse in chapel wos token at Wesley Memorial Hos- 
pital, Chicego by George Pickow from Three Lions. For a discussion of whet 
might be done to satisfy the growing need for trained nursing personnel see 
the article by Dr. Snoke and Mr. Ogrean on page 30. 


369 Lexington Ave.—LExington 2-9940 


Cleveland: Eugene C. Leipman 
1220 Huron Road—SUperior 1-1373 


Pasadena: Ren Averill 
234 E. Colorado St.—RYan 1-9291 


JANUARY 16, 1956, Vol. 30 


HOSPITALS is published the first and sixteenth of each month by the American Hospital Association (6 E. 


Division Street, Chicago 10 Ill. Entered os second class motter January 97, 1936. at the postoffice at 
Chicago, ill., under the Act of March 3, (879, 

SUBSCRIPTION RATES: $5 for | year: $7 for 2 yours: 3 for 3 years, Single copies 

30 cents, except the two-port August |, Guide issue, $2.50. (Foreign and Pan Ameri. 

can add $! per year for postage.) 


COPYRIGHT: ‘'anuory by the American Hospital Association 


| |) 
| 
_ 


a There's more silk per suture. Photomicrography shows greater strength and uniformity of new D & G 
suture silk as compared to ordinary silk. See how the x’s indicate the high braid count. 


GIVE YOU STRONGER SILK 


D & G BUILDS NEW BRAIDING PLANT TO GIVE YOU THE HIGHEST BRAID COUNT 


This is the new D & G suture silk, the 
first to be produced in a suture labora- 
| tory rather than a textile mill. New 
processing technique $, beginning with 
triple-A quality raw silk, provide 
ANACAP® silk with a higher braid 
count. A higher braid count gives 

- stronger silk—a firmer, more uniform 
strand. 


There's more silk per suture. Greater 
tensile strength permits use of smaller- 
diameter sizes, with less resulting tis- 
sue trauma and foreign body reaction. 
It's easier to handle. Braided to mini- 
mize “splintering” and “whiskering,” 
ANACAP silk passes readily through 
tissues. Firmer, it sets in swift sure 
knots, it won't “bush”—threads with 


a For greatest strength of silk in a given diameter, ease. Absolutely non-capillary, it has 
D & G especially redesigned this machine. To braid so no wick-like action, resists body fluid 
many filaments so tightly into a single 10-foot strand of and won't spread early localized infec- 
4-0 silk takes one hour. Rigid control of humidity and NIACAD.«: 
. temperature during braiding keeps silk uniformly strong tion. Economical ,ANACAI silk with- 
and pliable. stands sterilization at least 6 times. 


NEW 0 & G SUTURE SILK 
ORDINARY SURGICAL SILK | 
| 
‘Wie? 
4 HOSPITALS, J.A.H.A. 


a Not only uniform tensile strength, but 
also uniform texture and diameter of strands 
result when D & G stretches wet silk from 5% 
to 20%, depending on size. This precise 
stretching + a the molecules for utmost 


strength. 


D & G suture silk is dye-fast to a standard > 


never before achieved. Neither xylol, boiling 
water, nor autoclaving affects the vegetable 
logwood dyes. 


» 
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A Softer and cleaner sik comes from purihcation. D&G's 


special solution removes all gum and other impurities, 


Save time and money 
with these unique packages 


4 i. Surgilope* Sterile Pack (Seventeen strands — dry, pre-cut) 
4 2. Measuroll” “tape-measure” pack (20 strands, each 10 yds. long) 
< 3. Spiral Wound, Sterile (25 feet) 


Save, too, with 

Dry-tubed, sterile (Seventeen 18” strands, pre-cut) 

Sterile tubed, with Atraumatic’ needles 

Pre-threaded—on milliner needles (18” lengths, sizes 4-0, 000) 
Spooled (25’ and 100’ lengths) 


Whenever you use D & G products, you are 
participating in the educational program of the 

Surgical Film Library. Write for catalog. 

Photomicrographs Cunretouched) by E. J. Thomas, Stamford 
Laboratory of the Research Division of the American Cyanamid 
Company, Stamford, Conn. 

Method used: reflected illumination, 75 x. Material used: black 
braided silk sutures, size 4-0. 


DAVIS & GECK.... 
a unit of American Cyanamid Company 
Danbury, Connecticut 
ADVANCING WITH SURGERY 
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a There's more silk per suture. Photomicrography shows greater strength and uniformity of new D & G 
suture silk as compared to ordinary silk. See how the x’s indicate the high braid count. 


GIVE YOU STRONGER SILK 


D & G BUILDS NEW BRAIDING PLANT TO GIVE YOU THE HIGHEST BRAID COUNT 


This is the new D & G suture silk, the 
first to be produced in a suture labora- 
tory rather than a textile mill. New 
processing techniques, beginning with 
tiple-A quality raw silk, provide 
ANACAP?® silk with a higher braid 


count. A higher braid count gives 


stronger silk—a firmer, more uniform 
strand. 


There's more silk per suture. Greater 
tensile strength permits use of smaller- 
diameter sizes, with less resulting tis- 
sue trauma and foreign body reaction. 
It's easier to handle, Braided to mini- 

mize “splintering” and “whiskering,”: 


ANACAP silk passes readily through 

: tissues. Firmer, it sets in swift sure 

» knots, it won't “bush”—threads with 

A For greatest strength of sik in a given diameter, — Absolutely eanestetid illary, . has 

D & G especially redesigned this machine. To braid so no wick-like action, resists body fluid 

7 many filaments so tightly into a single 10-foot strand of and won't spread early localized infec- 

4-0 silk takes one hour. Rigid control of humidity and ten: Vamouindl ANACAP silk with- 
temperature duristg braiding keeps silk uniformly strong ee 
and pliable. stands sterilization at least 6 times. 
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a Softer and cleaner Sik comes from purification, D & G's 


special solution removes all gum and other impurities. 


A Not only uniform tensile strength, but 


also uniform texture and diameter of strands 
result when D & G stretches wet silk from 5% 
to 20%, depending on size. This precise 
stretching Sass the molecules for utmost 


strength. 


D & G suture silk is dye-fast to a standard » 


never before achieved. Neither xylol, boiling 
water, nor autoclaving affects the vegetable 
logwood dyes. 


Save time and money 
. with these unique packages 


4 1. Surgilope* Sterile Pack (Seventeen 12” strands—dry, pre-cut) 
< 2. Measuroll” “tape-measure” pack (20 strands, each 10 yds. long) 
<4 3. Spiral Wound, Sterile (25 feet) 

Save, too, with 

Dry-tubed, sterile (Seventeen 18” strands, pre-cut) 

Sterile tubed, with Atraumatic’ needles 

Pre-threaded—on milliner needles (18” lengths, sizes 4-0, 000) 

Spooled (25’ and 100’ lengths) ; 

Whenever you use D & G products, you are 


participating in the educational program of the 
Surgical Film Library. Write for catalog. 


Photomicrographs Cunretouched) by E. J. Thomas, Stamford 
Laboratory of the Research Division of the American Cyanamid 
Company, Stamford, Conn. 

Method used: reflected illumination, 75 x, Material used: black 
braided silk sutures, size 4-0. 
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DAVIS & GECK.. 
a unit of American Cyanamid Company 
Danbury, Connecticut 


_| assoctation \ 


AMERICAN HOSPITAL ASSOCIATION 


Annual Convention—September 17-20, Chi- 
cago (Palmer House) 
Mdvear Conterence for Presidents ond Sec- 
retaries of Stote Hospital Associations— 
February 6-7; Chicago (Palmer House) 


OTHER MEETINGS 
(THROUGH DECEMBER 1956) 


American Protestant Hospital Associction— 
February 9-10; St. Lowis (Hotel Jeflerson) 

Annual Conference of Bive Cross Pians—April 
6-12; Hollywood Fia. (Hollywood 
Beach Hote!) 

Catholic Hospital Association—May 21-24; 
Milwaukee (Public Auditorium) 


REGIONAL MEETINGS 
(THROUGH DECEMBER 1956) 


Association of Western Hospitals—April 23.- 
26; Seattie (Olympic Hotel) 

Cerolinas-Virginias Hospital Conference—April 
12-13; Roanoke (Hotel Roanoke) 

Marylond-District of Columbia-Delaware Hos- 
pital Association——October 31, November 
1-2; Washington, D. C. (Shoreham Hotel) 

Middie Atlantic Hospital Assembly—May 16- 
18; Atlantic City (Convention Hall) 


AS SOON AS HOTICE OF TOUR EETING AT WHICH OFFICERS 
ARE ELECTED, SHOULO MAILED TO AM CHICAGO 16 


Mid-West Hospital Associction—April 25-27; 
Kansas City, Mo. (Hotel President) 

New England Hospital Assembly—March 26. 
28; Boston (Statier Hotel) 

Southeastern Hospital Conference—April 18- 
20; Miomi Beach 

Tri-State Hospital Assembly—April 30-May 3, 
Chicago (Palmer House) 

Upper Midwest Hospital Conference—May 23- 
25; Minneapolis (Auditorium) 


STATE AND PROVINCIAL MEETINGS 
(THROUGH JUNE 1956) 


Alabama Hospital Associati January 26-27; 
Birmingham (Tutwiler Hotel) 

Georgia Hospital Associotion—february 24- 
25; Atlanta (Atlanta Biltmore Hotel) 

lowa Hospital Association—April 26; Des 
Moines (Hotel Savoy) 

Kentucky Hospital Association—April 3-5; Lex- 
ington (Hotel Phoenix) | 

Lovisiana Hospital Association—Moay 24-25; 


( ~ New Orleans Uung Hotel) 
\ Massachusetts Hospital Association—May 10; 


Boston (Statier Hotel) 

New Jersey Hospital Association—May 16; 
Atlantic City (Convention Hall) 

New Mexico Hospital Association——Morch 
12-14; Albuquerque (Hilton Hotel) 


Hospital Association of New York State— 
May 16-18; Affiantic City (Hétel Claridge) 

North Dakota Hospital Association——April 
24-25; Bismarck (Grand Pacific Hotel) 

Ohio Hospital Association—aApril 9-12; Co- 
lumbus (Deshier-Hilton Hotel) 

Hospital Association of Pennsylvanio—Moy 
16-18; Atlantic City (Convention Holl) 

South Carolina Hospital Association—Janvary 
21; Columbia (Wade Hampton Hotel) 

Tennessee Hospital Associction—June 21-23; 
Memphis (Claridge Hotel) 

Texas Hospital Association—April 3-5; Dallos 
(Statier-Hilton Hotel) 

Wisconsin Hospital Associction—March 15; 
Milwaukee (Hotel Schroeder) 


AHA INSTITUTES 
(THROUGH JUNE 1956) 


Hospital Accounting and Business Practices 
institute—Jonvary 23-27; Houston (Sham- 
rock Hotel) 

Evening and Night Nursing Service Institute 
~—Janvary 30-February 2; Chicago (Con- 
gress Hotel) 

Hospital Planning Institute—February 13-17; 
Washington, D. C. (Sheraton Park Hotel) 


(Continued on page 91) 
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and surgical gut 


JANUARY 16, 1956, VOL. 30 


tics, “y. 
| 
— 
* 


GODER 
INCINERATOR 


THAT STANDS UP 


With ANY Joseph Goder ( 
Incinerator you buy de- 
pendability, economy of | 


operation, exceptional 
convenience. 


THAT STANDS ey 


You get INSTALLATION by 
factory trained technicians. 


You get ADJUSTMENT 


SERVICE. 
You get CHECK-UP SERV- 
ICE. 


« 


GET THE FACTS TODAY! i 


JOSEPH GODER 
INCINERATORS 


424) N. HONORE $7. 
CHICAGO 13, ILLINOIS 


accreditation problems 


KENNETH 8. BABCOCK, M.D. 


The material which follows has been prepared by the Joint Com- 
mission on Accreditetion of Hospitals, Dr, Kenneth 8. Babcock, director, 
to provide authoritative answers to questions concerning accreditation. 
Questions should be sent to the Joint Commission, 660 North Rush 
Street, Chicage 11, or to HOSPITALS JOURNAL OF THE AMERICAN HOS- 
PITAL ASSOCIATION for referral to Dr. Babcock and his stoff. 


Does the Joint Commission on Aec- 
creditation of Hospitals require a 
complete auxiliary emergency lighting 
system in hospitals that they survey? 

The Commission does not re- 
quire, but highly recommends, that 
a complete emergency lighting sys- 
tem be provided. The standards 
call for “emergency lighting in 
operating, delivery and emergency 
rooms, nurseries and stairwells.” 

At a very minimum it is thought 
that hospitals should have an elec- 
trical supply from more than one 
source and emergency lighting 
equipment in the form of battery 
lamps or flashlights available at all 
areas. It is hoped that a complete 
emergency lighting system will be 
installed in all new hospitals.- 


Is a cancer registry necessary in or- 
der that our hospital be approved by 
the Joint Commission? 

No. The Commission does not 
require a cancer clinic or a cancer 
registry in a hospital that is seek- 
ing accreditation. 

Any representation that such a 
registry is necessary for accredita- 
tion is incorrect. The registry is 
required by the American College 
of Surgeons before it will approve 
a cancer clinic. But it should be 
clearly understood that this is re- 
quired by the American College of 
Surgeons in its special program 
and has no bearing on accredita- 
tion by the Joint Commission. (See 
“Editorial Notes,” p. 29.) 


Does the Joint Commission on Ac- 
creditation of Hospitals require that 
a fulltime professionally quelified di- 
etitian direct the dietary department? 
In some areas, one dietitian serves 
several small hospitals. Under this 
plan of “shared dietitian”, would each 
of the hospitals meet the requirements 
of the Commission? 

The Joint Commission requires 
that a professionally qualified di- 


etitian direct the dietary depart- 
ment. Sharing of the services of 
a professionally qualified dietitian 
by several small hospitals is highly 
commended and recommended. 

This sharing of key personnel 
can be utilized in pathology, radi- 
ology and medical records depart- 
ments, It should be encouraged by 
all means. 


When a surveyor visits the hospital, 
a large portion of his time is devoted 
to medical records. Why does the Com- 
mission place so much emphasis on 
medical records? 


Medical records are an important 
tool in the practice of medicine. 
They serve as a basis for planning 
patient care and provide a means 
of communication between the 
physician and other professional 
groups contributing to the pa- 
tient’s care. Medical records fur- 
nish documentary evidence of the 
course of the patient’s illness and 
treatment. They serve as a basis 
for review, study and evaluation 
of the medical care rendered to 
the patient. For these reasons the 
Joint Commission on Accreditation 
of Hospitals considers the quality 


of medical records an important --. 


indication of the quality of patient i 
care given in a hospital. 

Since medical records reflect pa- 
tient care, the Commission evalu- 
ates a medical record on the basis — 
of whether or not it contains suffi- 
cient recorded information to jus- 
tify the diagnosis and warrant the 
treatment and end results. In 
agreement with this principle, the 
Commission has established certain 
standards of record keeping which 
it thinks are essential for good 
patient care. For complete details, 
see the December 1955 Bulletin 
of the Joint Commission on Ac- 
creditation of Hospitals. 
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your telephone directory for : 
necrest sales ofice, 


LARGE 


OR SMALL 


CHEMICAL 
provides the\_ 
hospital with a 
complete 
therapy | 
oxygen service 


One major segment of this complete Ohio 


. service is the dependable delivery of high 
‘ ive. 
purity oxygen, exceeding U.S.P. require : 
| ments, in containers tailored to suit the Duplex manifold 
smaller hospitals 


specific needs of your hospital. Large, me- 

dium, or small — the therapy oxygen re- 

quirements of your hospital will best be 

met by adapting one or more of these cus- 

tom-designed oxygen delivery units. A na- 

W tionwide network of over 500 supply de- 
| pots insures prompt delivery at all times. 


or those without 
outside space. 


Supplementing these excellent oxygen de- 
livery facilities, Ohio Chemical provides 


assistance in the planning and installation | f : 
{ of central oxygen pipeline systems, and . pipeline facilities are not | ww? 


with any problems related to therapy 
oxygen service—and offers safety litera- 
ture, visual training aids, and lectures. 


OHIO CHEMICAL & SURGICAL EQUIPMENT CO. 
1400 £. Washington Ave., Madison 10, Wis. Dept. H-1 
Please forward a copy of your new brochure (No. 
4660) outlining the complete Ohio Chemical therapy 
oxygen service for hospitals. 


Oro Chemcal Pocitic Compeny, Son frencisco 3 
Onmo Chemical Canode itd, Toronto 2 institution — Title 
Arco Company international, New Yorksl7 
r Add 
Cio Cuboto de On geno, HMovera St eet rew 
(Ali of Subs of Av Reduchon Compeny, incorporoted’ City 
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How Blue Cross is meeting 
the demands 


by James Stuart 


Mr. Stuart, executive vice pres- 
ident and director of Hospital Care 
Corporation, Cincinnati, since 1942, 
entered the 
health field via 
the social serv- 
ice and public 
welfare fields. 

After receiv- 
ing his bache- 
lor’s degree 
from Emory & 
Henry College, 
Emory, Virginia, 
and taking both 
his bachelor’s 
and master’s degrees in law at 
George Washington University, he 
spent several years as a social work 
executive in Washington, D. C., 
Westchester County, New York 
and Cincinnati, Ohio. He was di- 
rector of public welfare, Hamilton 
County (Cincinnati); assistant di- 
rector, Cincinnati Community 
Chest, and executive secretary of 


MR. STUART 


the Hamilton County Child Wel- 
fare Board. 

Mr. Stuart was chairman of the 
board and of the executive com- 
mittee, Health Service, Inc. (na- 
tional Blue Cross enrollment or- 
ganization) in 1951-52. A _ vice 
chairman and chairman of the Blue 
Cross Commission, he is presently 
a special consultant to Department 
of Health, Education and Welfare. 


Principles of administration 
by Wallace $. Sayre, Ph.D. 


Professor Sayre, in addition to 
being an educator in public admin- 
istration for many years, has had 
considerable practical experience 
in that field. At present he is a 
member of the Mayor’s Advisor¥ 
Council, New York City. From 1937 
to 1942 he served as commissioner, 
New York City Civil Service Com- 
mission and in 1953 he was staff 
director of the New York State 
Study Commission on Government 
of New York City. 

During the war, the Office of 
Price Administration comman- 


Your point of information... 
. » » The Manual on Insurance for Hospitals 


Nine practical, easy-to-understand chapters give the adminis- 
tration information on how to handle insurance claims; liabil- 
ity insurance; property insurance; insurance buying, and other 
aspects of an area that can pose many vexing problems. 


The manual is indexed and coded so as specific situations 
arise, the administrator can refer quickly to the section 
dealing with that aspect of hospital insurance. 


Published in a loose-leaf format for convenience, changes 
and additions can be made readily. 


Free membership copies have been mailed to all member 
hospitals, but additional copies are available for $3.50 a 
copy. Address all orders to the American Hospital Associa- 
tion, 18 E. Division St., Chicago 10, Ill. 


deered his services, first, as asso- 
ciate director of rationing from 
1942 to 1944 and later as director 
of personnel, from 1944 to 1946. 

Before joining the graduate fac- 
ulty at Columbia University as 
professor of public administration, 
he successively held positions as 
professor of administration, Grad- 
uate School of Business and Public 
Administration, Cornell University, 
and director of the Graduate Pro- 
gram in Public Administration and 
chairman of the Department of 
Government, the City College of 
New York. 

The author of a number of mon- 
ographs and articles on adminis- 
tration, Professor Sayre received 
his bachelor of arts degree from 
Marshall College, West Virginia 
and was granted his master of arts 
and doctor of philosophy degrees 
in political science from New York 
University. 


Controlling personnel costs through 
a man-hour program 


by A. Robert Crawford 
and Lester M. Bornstein 

Both Mr. Crawford and Mr. 
Bornstein received their degrees 
in hospital administration from 
Yale University. While students at 
Yale, they carried out the study 
described in their article. 

Mr. Crawford completed his res- 
idency at the Roosevelt Hospital in 
New York City and now is tempo- 
rarily serving as that hospital’s 
director of communications, hav- 
ing been ordered to active duty as 
a second lieutenant in the Medical 
Service Corps of the Air Force in 
March. 

Mr. Bornstein completed his res- 
idency at Charles S. Wilson Memo- 
rial Hospital, Johnson City, New 
York and then became administra- 
tive assistant at Nathan and Mir- 


: jam. Barnert Memorial Hospital, 


Patterson, New Jersey. A graduate 
of Boston University, he served in 
the Medical Service Corps of the 
Army as first lieutenant. 
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BEFORE AUTOCLAVING. Here is what “Scorcn” 
Brand Hospital Autoclave Tape looks like on bundles ready 


to be put in the autoclave. 


AFTER AUTOCLAVING. These unmistakable mork- 
ings tell you the pock has been through the autoclave, 
There is no possibility of error. The special inks used in 
this tape must be intentionally activated, and 


Only high steam temperatures can do it! 


No danger that sunlight or radiator heat will 
bring out the distinctive stripes on this fool- 
proof tape. When you see them on an auto- 


a room) you're sure that pack has been 
through the autoclave. This is not positive 
proof of sterility, of course—nothing on the 
outside of a bundle can prove that. 


clave pack (and they can be seen clear across 


Seals packs firmly in half 
the time required for pin- 
ning, tying, or tucking! 
“ScoTcH” Hospital Auto- 
clave Tape No. 222 holds in 
high steam temperatures, 
leaves no stains or gummy 
residue, can be written on 
with pencil or ink, 


OT 


Hospital Autoclave Tape No. 222 


Your surgical supply dealer has this time-saving, work-saving tape now . . 


The term “Scorcn” and the plaid design are 9 Park 
 Ave., New York 16, N.Y. In Canada: P.O. Box 757, London, Ontario. 


. See him right away! 
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T.. maintenance of Ivory Soap’s supremely high standard of 
/ purity is a responsibility which has never been shirked by its 
makers over the past 76 years. 


| That fact is important to you in the hospital field. For no other 
soap you can buy for patient care, or forthe use of your personnel, 
can offer such a generous combination of fine qualities. 


| Ivory’s rich lather is gentle in its cleansing action. It is as at- 
tractive in appearance as it is efficient in its results. Ivory is in 
fact a luxury soap at less-than-luxury cost. 


You will find Ivory unusually well qualified to meet the cleansing 
needs of your institution. 


99 44/100% PURE®...IT FLOATS. 


Institutional Soap Sales Department 
Cincinnati, Ohio 


More doctors advise Ivory than any other soap! 
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FOR JUST $20.00 A DAY 


Yes — for this “working day” sum, you 
can enjoy all the advantages of a deluxe 
Imperial 500-ma diagnostic x-ray unit, com- 
plete with spot-him device and phototiming. 


FOR JUST $7.50 A DAY 


Truly professional facilities are afforded by 
this 200-ma, full-wave rectified, single-tube 
(over-under-table), hand-tilt diagnostic x-ray 
unit — yours for this small rental charge. 


RENT 


the x-ray apparatus you need through 


G-E 


ANY factors affect the economics of x-ray 
equipment ownership. By actual cost 
analysis, you may find that General Electric's 
Maxiservice Rental Plan is exactly what you need. 
There's no initial capital investment. You get 
modern apparatus equipped for the latest tech- 
nics. More than that, this apparatus s/ays up to 
date, thanks to periodic replacement option. A 


single, monthly rental charge includes repair 
parts, tubes, maintenance and local property 
taxes. Your rental can be budgeted as operating 
expense against income from the apparatus. 
Your G-E x-ray representative will be glad to 
give you facts and figures. Or write to X-Ray 
Department, General Electric Company, Mil- 


waukee 1, Wisconsin, pan L-11. 


Progress Our Most Important Product 
ELECTRIC 
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CHEMICAL CO. 
Joseph, Missouri 


@ Please have the Hillyard “Maintoineer*” in my orea show me how o 
Floor Treatment Pion saves maintenonce dollors. 
FLOOR MAINTENANCE = 
* A trained floor trectment ex 


ad PLAN WILL SAVE LABOR COST 


Yes you can have the finest treatment and maintenance program that’s in use today in 
y thousands of America’s buildings-yet enjoy savings that will amaze you. Three simple 
steps can bring you this economy.’ 


] BUY QUALITY MATERIALS. Don’t let cheap materials fool you. Remember 95c 
out of every dollar spent for floor maintenance goes for labor. It’s not the 
original cost that counts. Hillyard products are made to last longer—actually 
save up to 50% in labor costs. 


2 USE PROPER TOOLS. Maintenance tools that are worn, or unsuited to the 
purpose will increase unnecessary labor, using even the best materials. 
Hillyard equipment that is “right” for each specialized maintenance oper- 
ation can simplify methods—save hours in daily treatment. 


3 TRAINING IS NECESSARY. The Hillyard Maintaineer 
works with your maintenance staff to explain proper 
application, necessary daily operations and adequate 

re-treating schedules. You get additional savings in 

material and labor with a trained staff using a Hillyard 

Treatment program. 


Find out today how Hillyord 
recommendations, made by — 


’ 
a4 
+ 
te 
SENT) FOR FREE HELP TODAY! 
~ , tn 
4 
a 
@ tained floor expert, con 
Ne chorge or for 
4 We is “On Your Steff, not . 
4 
4 
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4 
~ 
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for superior performance 
and precision fit 


B-D YALE® NEEDLES 


sharp—uniform—safe 


rust-resistant throughout 
‘hold a sharp point 
* minimize tissue trauma 


with 
B-D MULTIFIT® SYRINGES 
every plunger fits every barrel 


fewer replacements 


‘longer life 
‘more convenient handling 


BULTIFIT, AND TALE, T. PAT. OFF. 


Becton, DicKinSON AND COMPANY- RUTHERFORD, W. J. 
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COME AND GET IT! 


Lower cost per serving, that is! Higher standards—clean, clean, 
crevice-free surfaces; gleaming finishes all easily kept clean, the 
most sanitary designs on the market—plus powered motors; 
precision actions for long-troublefree performance. 


Get Hobart and that’s what you get—in any product in the 
great Hobart line. Any one of them listed below—all in full 
range of sizes and capacities. And for a bonus on products that 
admittedly need no bonus, you get, too, the advantages of con- 
solidated kitchen-wide planning and purchasing, the famed 
Hobart guerantec, fast factory-trained local service. 


Model AM-7 
DISHWASHER 


hy 
Model 864141 


Here’s the biggest dollar’s worth in the business, so come and 
get it now. Or better yet, let your Hobart representative come to 
you. Just send the coupon. The Hobart Mfg. Company, Troy, Ohio. 


» Model 400 
STEAKMASTER 


Model 6115 
PORTABLE PEELER 


Also available 
without pedestal 


THE HOBART MFG. COMPANY, Dept. Adv., TROY, OHIO 
[) Please send me information on the products checked 


below. 
[) Please have my Hobart man call on me. 7 ° 
[) TENOERIZERS PEELERS [] DISH SCRAPPERS 


FOOD CUTTERS GLASSWASHERS MEAT Saws 


Trademark ef tor ever 55 years scates COFFEE FOOD WASTE DISPOSERS 
COMPANY 
mechines 
The World's Largest Manufacturer of Food, 
Kitchen and Dishwashing Machines city 
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p> IKE URGES MORE FEDERAL AID—Presi- 
dent Eisenhower, in State of the 
Union message January 5 to Con- 
gress, said he would recommend 
“substantial increase” in U.S. funds 
to support a well-balanced pro- 
gram of medical research, includ- 
ing basic research. 

He indicated he would recom- 
mend a new plan to aid con- 
struction of nonfederal medical 
research and teaching facilities. 
Other proposals: 

(1) Extension—*‘by federal re- 
insurance or otherwise’’—of volun- 
tary health insurance coverage to 
many more persons, especially 
older persons and those in rural 
areas. 

(2) Renewal of the 1954 re- 
quest for legislation to provide 
proper medical care for military 
dependents. 

“Plans should be evolved,” said 


digest of NEWS 


the President, “to improve pro- 
tection against the costs of pro- 
longed or severe illness.” The Ad- 
ministration health program will 
be submitted in detail to Congress 
by the President. 


OR. COGGESHALL NAMED HEW AIDE— 


White House has announced nomina- 
tion of Dr. Lowell T. Coggeshall, Uni- 
versity of Chicago biologist, to fill post 
as special medical and health affairs 
assistant to HEW Secretary Folsom. 
Nomination is expected to go to Senate 
shortly for confirmation. 

Secretary Folsom praises Surgeon 
General Leonard A. Scheele and says 
he will seek his reappointment. (De- 
tails on p. 76.) 


) CARE FOR MILITARY DEPENDENTS—A 
new dependent’s medical care bill 
(H. R. 7994) was introduced to 
House January 3 by Rep. Car! Vin- 
son (D-Ga.). As rewritten, bill sets 
up a choice between direct care in 


military facilities or insurance pro- 
tection, to be decided by individual 
serviceman. 

Care would be authorized for 
dependents of Coast Guardsmen, 
Coast Geodetic Survey and Public 
Health Service personne] bn active 
duty, as well as dependents of mili- 
tary personnel. 
> WASHINGTON NEWS—HEW Secre- 
tary Marion B. Folsom, in his first 
full-scale press interview Decem- 
ber 20 in the nation’s capitol, 
spelled out his views on medical 
school grants, reinsurance, medical 
research, social security. Washing- 
ton observers look to the inter- 
view as clearest indication of the 
Administration's 1956 health pro- 
gram, until President Eisenhower 
sends special health message to 
Congress later this month or early 
February. 

Three-man Congressional sub- 


Have 
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committee headed by Sen. John J. 
Sparkman (D-Ala.) has recom- 
mended sweeping program of gov- 
ernment education, health and 
technical help for the nation’s poor. 
Among proposals: government dis- 
ability insurance and a wide- 
spread health insurance program 
in which government might con- 
tribute all or part of the cost. 
Sen. Margaret Chase Smith (R- 
Me.) seeks $200 million from Con- 
gress to expand medical research, 
laboratory facilities and aid to 


medical education. (Details of 
these and other Washington stories 
start on p. 75.) 


PNATIONAL HOSPITAL WEEK—*“Your 
Hospital... For You and Your Com- 
munity” is the theme of 1956 National 
Hospital Week, May 6-12. Emphasis 
falls on planning for natural disasters. 
(Details on p. 77.) 


} VA REJECTS HOOVER COMMISSION PRO- 
POSALS—Veterans Administration 
has rejected a series of Hoover 
Commission recommendations, 


except by cuttin 
leaves the hospital. 


For sample and details of 30 day trial offer, write — 


_Name-On Beads Divis' on 
A Deknatel & Son, Inc 


PAYS FOR ITSELF 


Unlike ordinary identifications, Deknatel 
Name-On Beads are as attractive as a fine 
piece of jewelry. Parents are eager to buy 
them as a lasting “keepsake”. 

Even the most modest charge to parents 

ields a profit to you. If desired, Deknatel 

ame-On Beads may be used over and over 
again at a cost of a few pennies for cord 
and lead seal. 

And, remember, Deknatel Name-On Beads 
are safer because they're sealed-on . . 
manently. There's no way to get them off 


. per- 


the strand when baby 


veens Village 29, N.Y. 


terming the proposals “impractical, 
unwise, unwarranted or based on 
‘misapprehension’ of the facts.” 
Among the recommendations were 
closing 19 VA hospitals, and seek- 
ing repayment from indigent vet- 
erans for care received, when and 
if they can pay. (Details on p. 75.) 


p> CALIFORNIA FLOODS FORCE HOSPITAL 
EVACUATIONS — Late-December flood 
erisis at Maryeville-Yuba City (Calif.) 
forced complete evacuation of three 
of communities’ four hospitals. Pa- 
tients were moved to safety in “tem- 
porary” facilities shortly before break 
in the levee caused an estimated $100 
million in damage. (Details on p. 75.) 


CHRONIC MLNESS COMMISSION DIS- 
BANDS JUNE 16—The Commission 
on Chronic Illness — temporary 
since its inception in 1949—termi- 
nates its activities June 16. 

Its Chronic Iliness News Letter, 
with readership of more than 10,- 
000, continues as a service of the 
American Medical Association’s 
Council on Medical Service. 

In a December statement, the 
Commission expressed belief that 
its tasks have been carried out and 
that the next steps can best be 
taken by its founding organizations 
and other permanent agencies con- 
cerned with chronic illness. 

Founding organizations include 
the American Hospital Association, 
AMA, American Public Health As- 
sociation and American Public 
Welfare Association. 


> HEART ASSOCIATION BARS UNITED 
FUND APPEALS—The American Heart 
Association has said it will direct affili- 
ates and chapters to withdraw from 
community-wide fund campaigns as 
soon as advisable. 

American Cancer Society adopted a 
similar policy last June. The National 
Foundation for Infantile Paralysis 
never has joined united appeals. 


> THE NEWS SPOTLIGHT—Eighteen San 
Francisco hospitals will participate 
in two-year pilot program to test 
home care for the city’s medically 
indigent. (Details on p. 79.) 
Massachusetts state employees’ 
health insurance contracts awarded to 
Blue Cross-Blue Shield. (Details on 
p. 78.) 
Program announced for 1956 
Midyear Conference for Presidents 
and Secretaries of State and Re- 
gional Hospital Associations, Feb- 
ruary 6-7 at the Palmer House, 
Chicago. (Details on p. 77.) ® 
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Article is praised 


TO THE EDITOR 
Dear Sir: 

In my opinion, the article “Guide 
to a Planned Safety Program” by 
Mr. James E. Ludlam, appearing 
in the current (December 1955) 
issue Of HOSPITALS JOURNAL OF THE 
AMERICAN HOSPITAL ASSOCIATION, is 
one of the most valuable I have 
ever read in a hospital magazine. 

I trust that you will make re- 
prints available, and I would like 
to order at once 500 copies so that 
we can make one available to every 
employee of the hospital and also 
every physician on our attending 
staff.—WILLIAM A. M.D., 
director, Mount Vernon (N.Y.) 
Hospital, 


Future nurses’ field trip 


New Mexico hospital and medi- 
cal auxiliaries and the state nurses’ 
association pooled efforts and funds 
to sponsor a two-day field trip for 
future nurses. 

The prospective nurses—-256 of 
them-——toured Albuquerque hospi- 
tals, inspecting facilities and ex- 
ploring nursing as a career. Satur- 
day afternoon, the University of 
New Mexico hosted them for a 
football game. 

Registration and an afternoon 
tea at the Regina School of Nurs- 
ing--New Mexico’s only three-year 
course —launched the program. 
Dinner, a joint project of Albu- 
querque’s hospital auxiliaries, fea- 
tured talks by nursing authorities 
and distribution of literature pack- 
ets. 

Registrants spent the night in 
homes of medical auxiliary mem- 
bers. 

The field trip began in earnest 
the following morning. The girls 
toured four hospitals and were 
treated to lunch at the University 
before the game. Here, the nurses’ 
association picked up the tab. 

On the heels of the tour, a con- 
tinuous mail program is underway 


to sustain interest. 
Mrs. Albert C. Rood, state ad- 


¥ 4 


visory counselor to the AHA'’s 
Committee on Hospital Auxiliaries, 
reports “wonderful codperation” 
from all concerned, including the 
press. The tour is to be an annual 


event, she says. 


Patient care suggestion box 


The Patient Care Committee at 
Methodist Hospital of Dallas has 
spotted suggestion boxes at record 
room desks where doctors sign 
their charts. On the 8% x 11” forms 
provided, doctors are requested to 
call attention to all “problem” in- 
cidents they feel interfere with 
proper care. They are asked to 
give names of persons involved, 
the time and exactly what oc- 
curred and to sign the form. 

The committee screens the forms 
and passes along questions to the 
departments concerned. A com- 
plete investigation is made. Then, 
when the committee meets, an- 
swers to any anticipated questions 
already have been formulated. 

The doctors thus can report in- 
cidents without dealing in per- 
sonalities and the committee gets 
to the root of problems without 
spending needless hours probing 
for the trouble spots. 


Joint hospital action 


The following is excerpted from 
an editorial in The Kansas City 
Star, November 1, 1955: 

The newly organized Kansas 
City Area Hospital Association has 
been a major goal of leaders in 
the field for several years. It fur- 
nishes the machinery by which the 
hospitals can now gain the bene- 
fits of codérdina efforts. What 
the benefits may will depend 
principally on how fak the member 
hospitals want to go. 

The possibilities range wide over 
operating economies, improved 
service and planning for communi- 
ty hospital requirements. In other 
areas, associations have brought 
about substantial economies for 
their members by such methods 
as central purchasing of major 


items and the adoption of common 


. cost-accounting procedures. 


Large contributors to hospital 
building programs have been par- 
ticularly interested in getting a 
clear picture of needs. The critical 
shortage of hospital beds in the 
World War II and postwar periods 
led to a surge of building programs. 
While they were generally needed, 
a few cities have awakened to dis- 
cover that they had over-built. 

The new Association is the logi- 
cal clearing house for full informa- 
tion on the area’s requirements. 
Contributors may be expected to 
look to it for an answer on whether 
any new expansion or building 
programs should be supported. 


Patients by pre-admission 


Akron (Ohio) General Hospital 
is experimenting with self-sealing 
pre-admission forms for scheduled 
patients. 

Chief advantages of the form, 
says the hospital, are: 

® —Helping to speed patients 
through the admitting process. | 

—Expediting operations in the 
business office. 

@® —Making past records avail- 
able to doctors with minimal de- 
lay. 

® —Relieving congestion in the 
admitting lobby. 

The form includes all personal 
and hospitalization insurance data 
needed by the hospital. It folds 
and seals into an addressed envel- 
ope ready for stamping and mail- 
ing. 

The forms are available from 
doctors or from the hospital. 

A letter goes out to all patients- 
to-be confirming that their doctor 
has scheduled a reservation for 
them in the near future. It ex- 
plains advantages of the form and 
asks the patient to verify his bed 
reservation the afternoon he is to 
be admitted: “We're sorry that we 
can’t guarantee your reservation, 
for, unlike a hotel, we do not know 
how many patients will go home on 
a given day.” 
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¢ CROUPETTE- 
OUTPERFORMS 


all other croup tents 


PATIENT COMFORT AND SAFETY FEATURES 


CROUPETTE Tent oar Tent Tent Tent 
1. Recirculation of tent 
atmosphere Yes No Yes No No 
2. Cooling Forced Convection | Convection | Neo cooling | Convection 
circulation only only only 
3. Free of interior obstructions Yes No No No No 
4. ice chamber and drain 
inaccessible to patient Yes No No No cooling No 
5. Pressure connection 
inaccessible to patient Yes No No No Yes 
6. Water supply inaccessible 
to patient Yes No No No Yes 


CONVENIENCE 


AND NURSING FEATURES 


CROUPETTE Tent Tent Tent Tent 
1. Quick and easy set-up and 
disassembly Yes No Yes No No 
2. Access to patient Four side zip- | Down from | Down from | Down from | Down from 
per openings | top only top only top only top only 
3. Filling of ice chamber Outside Inside Inside No cooling Inside 
4. Refilling of water supply Outside inside Inside Inside Outside 
5. Mist apparatus integral part 
tent Yes No Yes No No 
6. Storage compactness Yes No No No No 


JANUARY 16, 1956, VOL. 30 


For complete infokmation write 


3,000 hospitals and 96 per cent of all U.S. medical schools 
have 1 to 36 CROUPETTES in use, providing cool vapor 
therapy—with or without oxygen—for pediatric patients. 


AIR -SHTELDS, INC. 


HATBORO, PENNSYLVANIA 


hospital laundries can 


Dimensions shown are for the 40 x 30” 
Cascadex. Dimensions of the 32 x 24” Cas- 
cadex are: width 51”, depth 39”, height 55” 


EXCLUSIVE INTERMEDIATE SPEED! 


While wosh boths are draining from 
the Cascadex, the cylinder avtomati- 
cally goes into non-reversing intermedi. 
ate speed before accelerating to ex- 
traction speed. This not only reduces 
the starting load on the Extract motor 
but also distributes work evenly in the 
cylinder prior to extraction, assuring 
smooth acceleration to extracting speed. 


That is why the Coscodex requires no 
complicated balancing mechanism or 
massive foundation, making it such a 
simple. mochine that it con be installed 
in any normal location in all types of 
laundries. 


Here is easy, waist - high loading and 
unioading. A separate hinged door 
for each cylinder comportment 
opens downward, bridging the gap 
between cylinder and front tub 
heod, servingas an excellent un- 
loading apron. Available with either 
horizontal or Y-pocket cylinder. 


labor, tloor space, transter time, machine investment, supplies 


Saves equipment investment by combining 
washing and extracting in one compact machine. 
Saves tabor since only one machine need be attended 


instead of the usual two. 


square foot of floor space compared to separate w 


and extractor of same load capacity. 


Saves operating time by eliminating necessity 
of transferring wet work from washer to extractor. 
Saves water by extracting between rinses. Only half 


as many rinses are required as in conventional washer. 
Saves tioor space with greater Aaeoxcegerdl os Saves production time by reducing number of 
r 


rinses normally required, and by speeding up draining of 


baths, thus shortening washing time per loa 
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The American Cascadex Laundry Washer-Extractor incorporates the 
experience gained in over 30 years developing and building quality 
washer-extractors for the dry cleaning industry. As a result, American 
now offers you a laundry washer-extractor that will cut costs for you 
in every phase of laundry washing and extraction. 


To assure its utmost operating efficieney and performance under all 
kinds of conditions, the Cascadex was field tested over a 3-year 
period in more than 50 laundry plants of all types. 


The Caseadex Washer-Extractor joins the long list of American- 
pioneered products and methods which have benefited laundries of 
all types for more than 87 years. To name a few ; Cascadex Automatic 
Unloading Washer, Cascade Full-Automatie Control, Notrux Mechani- 
cally Loaded and Unloaded Notrux Extractor, Formatie Shirt Unit, 
Trumatic and Foldmaster Automatic Flatwork Folders, Stackrite 
Stacker. and Mechanized Flatwork lroning. 


one machine! 


MANUALLY OR AIR-OPERATED 
MODELS IN TWO SIZES: — 
32x24" (50 tbs. dry wt, copacity) 
40x30" (100 ibs. dry wt. capacity) 


The American Coscodex Washer-Ex 
tractor is furnished either manvaliy 
operoted, or operated for 
with an Automatic Washing Control 


The air- operated Coscadex is 
equipped with aw actuated hydraulic 
broke and ovtlet valve. The tub door 
is sealed ond air interlocthed 


The manually operated Cascaden is 
equipped with treadle- applied hy 
draviic brake, treadie-operated ovt. 
let valve, manually sealed ond me- 
chanically interlocked tub door. 


World’s Largest, Most Complete Line of 
Laundry and Dry Cleaning Equipment 


The American Laundry Machinery Company, Cincinnati) 12, Oho 


Notice fast-oction, fingertip push- 
button control station. Control panel 
is provided with ‘Stort’ and “Stop” 
buttons and two “iInch’’ buttons for 
easy ‘spotting’ of cylinder doors 
in loading and unloading positions. 
Cylinder doors hove foolproof snap 
latch for firm, sure closing. 


Shifting Clutch lever ond setting 
Timer for the extraction cycle is on 
effortiess job. Length of extraction 
cycle is controlied by monvally-set 
mechanical Timer with Red Signal 
Lamp mounted on Reversing Control 
Cabinet. At end of extracting time, 
the Signal Lamp lights. 


MAIL COUPON FOR MORE INFORMATION, ° 22222222 
AM 


You can depend on your American 
Representative’s advice in your 
selection of equipment from the 
complete American Line. Backed 
by #7 years’ experience in plan. 
ning and equipping laundries of 
all types, he can help solve any 
laundry problems you may have. 
Ask for his specialized assistance 
anytime ...no obligation. 


The American Laundry Machinery Co. Name 
Cincinnati 12, Ohio 
c/o 
| } Please send Catalog AB-331-702 which will give me complete details 
on the American Cascadex Laundry Washer-Extractor. Address. 
(} Please have Representative call, City 
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Operating room clothing 
Ie it permissible to wear synthetic 
fabrics in surgical areas? 


Orlon, dacron, dynel, nylon and 
other similar synthetic materials 
create static electricity much more 
than cotton. For this reason, these 
materials are undesirable for cloth- 
ing worn in areas where st 
electricity creates a hazard 
generally felt that nylon hose, be- 
cause of its thinness and its close- 
ness to relatively moist skin, does 
not present a great hazard, but 
nylon outer garments should not 
be worn. Cotton is the most de- 
sirable material for operating room 
H. HARDWICKE, 
M.D. 


Bed sheets 


In the near future we will be pur- 
chasing linens for our new 300-bed 
hospital, What is the best type of bed 
sheet from the viewpoints of wear- 
ability, patient comfort and skin pro- 
tection? 


Type 140 sheet (68 warp, 72 fill) 
is still the most popular bed linen 
used by institutions. It meets the 
requirements of wearability and 
patient comfort. 

However, there is now a tend- 
ency for hospitals to change from 
the Type 140 to the Type 180 sheet 
(approximately 94 warp, 84 fill). 
The Type 180 sheet is lighter than 
the. 140 type (3.6 ounces per sq. 
yd. versus 4.6 ounces per sq. yd.). 
It is just as durable and costs ap- 
proximately 5 per cent more than 
Type 140. Since Type 180 is sig- 
nificantly lighter, production in the 
laundry is increased as much as 
25 per cent. Type 180 is very satis- 
factory as to patient comfort and 
skin protection. 

Some hospitals are purchasing 
the Type 200 combed percale sheet. 


The enewers to these questions should net be con- 
sirved as being lege! advice. Hemitels with lege! 
oreblems are advised te consult their own attorneys. 
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This lightweight sheet with a long 
staple fiber initially is quite ex- 
pensive. It is questionable, there- 
fore, whether this sheet should be 
used in hospital routinely, since 
the initial cost would probably off- 
Cheaper laundry cost and 
onger life expectancy.—JOsEPH A. 
WILLIAMSON 


Fiscal year 


Our hospital is under construction. 
In setting up the accounting system the 
board of trustees wishes the hospital's 
recording date for financial data to 
conform to the standard recommended 
by the American Hospital Association. 
What is the trend that the Association 
is endeavoring to develop on the fiscal 
year ending date? 


The Board of Trustees of the 
American Hospital Association at 
its May 1955 meeting recom- 
mended that hospitals adopt the 
fiscal year ending September 30. 
Wherever it is impractical to adopt 
this procedure, hospitals should be 
encouraged to keep their records 
in such a way as to show accounts 
on a 12-month-to-date basis. 

This Board action is recorded in 
the “Official Notes” section of the 
July 1955 HOSPITALS JOURNAL OF 
THE AMERICAN HOSPITAL ASSOCIA- 
TION, p. 148.--RONALD A. JypDsTRUP 


Administrator's education 


In five years I will retire after 20 
years of service in the U, 8S. Navy 
Medical Department. I wish to pursue 
the hospital administrative field in civ- 
ilian life. My formal education in the 
field includes a six-month course in 
hospital accounting and a correspond- 
ence course in medical administration. 
How might I better prepare myself in 
the next five years for the hospital 
administrative field? 

The best way to train for a 
career in hospital administration 
is by taking one of the degree 
courses in hospital administration. 
Sixteen universities in the United 
States and Canada now offer grad- 


uate and postgraduate courses in 
hospital administration. A _ brief 
description of each course—admis- 
sion requirements, course content, 
degree offered —is listed in the 
August 1955 Administrators Guide 
Issue, pp. 423-425. 

The Canadian Hospital Associa- 
tion offers a correspondence course 
in hospital administration. Details 
of the program can be secured by 
writing to Donald M. MacIntyre, 
secretary, Committee on Education, 
Canadian Hospital Association, 280 
Bloor St. West, Toronto 5, Ont., 
~~MALCOLM T. MACEACHERN, M.D. 


Dietary allowances 


In reviewing a copy of the Ameri- 
can Hospital Association’s Master 


Menu Diet Manual, I note that the 


‘manual and its counterpart, the Mas- 


ter Menu, are based on the 1948 
revised National Research Council's 
Recommended Daily Dietary Allow- 
ances. The NRC list of allowances was 
again revised in 1953. Do the 1953 
NRC requirements differ greatly from 
the 1948 recommendations? 

A comparison of the 1948 and — 
1953 National Research Council 
recommended daily dietary allow- 
ances reveals that there is very 
little change in the recommended 
total caloric, protein, vitamin and 
mineral content for diets for chil- 
dren from 1-9 years, and boys and 
girls from 10-20 years. Although 
the standard weights for children 
in the 4-6 and 7-9 brackets and 
the girls and boys in the 16-20 
year brackets were reduced in the 
1953 list, the recommended total 
caloric intake for these groups is 
the same as listed in the 1948 table. 

There is a one-third gram per 
day increase in the recommended 
amount of calcium per day for girls 
in the 16-20 year bracket. The 
1953 recommended milligrams of 
thiamine per day are a slight in- 
crease over the 1948 totals to meet 
the standard of .5 milligrams of 
thiamine per 1,000 calories, but not 
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TRADE MARK 
Clip-Sharps® are convenient wire clips containing 
24 unwrapped A.S.R. Command Edge Surgical 
blades. There are six clips per box, protected by 
rust inhibiting paper. 
Any sterilizing rack and any reliable, non-corrosive 
sterilizing agent may be used. 


If you do not wish to sterilize the entire clip of 24 
blades, remove only the required number from the 
clip and place them on the rack arm. 


All A.S.R. Surgical Blades are Sharpometer tested. 
The A.S.R. Sharpometer, only device of its kind, 
measures the critical edge-fineness of every lot of 
A.S.R. Surgical Blades. These tests enable A.S.R. 
to guarantee... precise, uniform sharpness and 


Remove cover — hold bex in one hand. With other 
hend lift one wire holder (24 Biodes) from bex. 


finger and squeeze the wire. This releases the ten- aa : 
nd the Wade tebe removed dependability for every single blade! 
the clip. 


Available through your Surgical Dealer. 
Write for further information. 


HOSPITAL DIVISION 


AMERICAN SAFETY RAZOR CORP. 
380 MADISON AVENUE 
NEW YORK 17, N.Y. 
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less than 1 milligram per day per 
person. 

Values computed for riboflavin 
requirements are not appreciably 
different in most of the categories 
from those recommended by the 
Council in 1948. The increase in 
milligrams of niacin in 1953 (girls, 
10-12 and boys, 13-15 and 16-20) 
was necessitated by the increased 
thiamine requirements. Niacin re- 
quired is 10 times the thiamine 
recommended, In no case did the 
recommended daily increase in 
these vitamin and mineral allow- 
ances exceed 2 milligrams per day 
for vitamins or one-third gram for 
minerals. 

A comparison of the 1948 and 
1953 recommended daily allow- 
ances for adults is considerably 
more difficult. The 1948 require- 
ments for men and women are 
based on the nutritional needs of 
a man, 154 lbs., and woman, 123 
Ibs. with no consideration given to 
age, height, etc. The daily needs 
of these groups were then. broken 
down by degree of activity (sed- 
entary, moderately active, very 
active). 

The 1953 revision utilizes the 
system of caloric allowances adopt- 
ed by the Food and Agriculture 
Organization of the United Nations 
since this system has been gener- 
ally satisfactory in many parts of 
the world. The 1953 tabulated 
adult allowance for calories and 
other nutrients are adjusted to 
three ages for men and women 
(25, 45 and 65), replacing the for- 
mer three activity categories. The 
base for the 1953 calculations is 
the caloric allowance for a “stand- 
ard” man and woman, age 25, liv- 
ing in a temperate climate, weigh- 
ing 143 and 121 Ibs., respectively. 
The allowances of 3,200 (men) 
and 2,300 (women) calories per 
day are altered for degree of ac- 
tivity, age, body size, etc. The 
calorie adjustments for age are 
approximately a 5 per cent reduc- 
tion for each decade after age 25. 
Adjustments in calories for degree 
of activity are made on the basis 
that the requirements for a partic- 
ular age bracket represent stand- 
ard activity for that segment of 
the population. The usual upper 
level for men and women at heavy 
work will be 20-25 per cent above 
the standard level. For truly sed- 
entary people, the standard calorie 
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allowances are reduced not more 
than 20 per cent on the standard 
man or woman’s requirement for 
a particular age. 

SARAH H. Harpwicke, M.D. 


insurance claim forms 


In reviewing the new standard insur- 
ance report forms, I note that no pro- 
vision has been made for furnishing 
medical information by the attending 
physician. Did the Association consider 
this point in its recommendations to 
the Health Insurance Council on form 
content? If-supplementary forms are 
available to record medical informa- 
tion, where may I obtain them? 

The new uniform hospital insur- 
ance report forms do not provide 
a section for the physician’s state- 
ment because most commercial in- 
surance companies consider the 
hospital’s statement to be sufficient 
for group cases. Some companies 
do require a physician’s statement 
on individual cases and uniform 
forms have been developed for this 
purpose. The forms can be pro- 
cured from the Health Insurance 
Council, 208 S. La Salle St., Chi- 
cago.—-JAMES R. NEELY 


Multiple bassinets 


We are interested in purchasing 
portable multiple bassinets for trans- 
porting infants from the nursery to 
the mothers, What are the current 
views on the possibility of spreading 
infection by using these bassinets? 

The use of portable multiple 
bassinets for transporting infants 
is generally frowned on because of 
the infection danger. We believe 
that use of these bassinets is for- 
bidden by law in New York State, 
and it is generally not thought de- 
sirable in other areas. 

Today’s trend is to use single 
bassinets with storage cabinets for 
diapers and other items necessary 
for the care of the individual in- 
fant. You may wish to refer to 
Hospital Care of Newborn Infants, 
published by the American 
Academy of Pediatrics.—Sarau H. 
HARDWICKE, M.D. 


Nursing home standards 


One of my clients is interested in 
purchasing a convalescent home. Can 
you supply me with any literature on 
standards for nursing home facilities? 

We would recommend that your 
client obtain a copy of Section I, 
“Suggested Standards for Homes 
for the Aged and Nursing Homes” 


from the National Committee on 
the Aging, National Social Wel- 
fare Assembly, 345 E. 46th St. 
New York 17. Edna Nicholson’s 
new book, Planning New Institu- 
tional Facilities for Long-Term 
Care, may be of help. It is pub- 
lished by Putnam’s and Sons, 121 
Ave. of the Americas, N. Y., N. Y. 

Information on requirements for 
nursing home facilities can be se- 
cured from the Division of Hos- 
pital Facilities, Public Health Serv- 
ice, Washington, D. C.— HELEN 
YAST 


Rooms for the disturbed 


The medical staff recently requested 
us to set aside two or three rooms in 
our short-term, general hospital for — 
“disturbed” patients (those who are 
noisy, disoriented and in need of more 
restraint than side boards and wrist 
guards). Have many short-term, gen- 
eral hospitals established these rooms? 

Our statistics do not show the 
number of short-term, general hos- 
pitals that have established rooms 
for the disturbed. However, P. H. 
Felix, M.D., director of the Na- 
tional Institute of Mental Health, 
National Institutes of Health, Pub- 
lic Health Service, is advocating 
that 10 per cent of beds in all gen- 
eral hospitals with a bed capacity 
of 100 or more be designated for 
mental patients. 

We do not have any plans for 
“disturbed” rooms. The essential 
factors in the construction of these 
rooms are safety glass and double 
glazing, soundproofing of doors, 
elimination of projecting hardware 
and a special call system. 

Strong Memorial Hospital, 
Rochester, N. Y., has some of these 
“disturbed” rooms on Wing R and 
in the Rochester Municipal Hospi- 
tal on Y-2. Preliminary plans for 
remodeling the hospital’s emer- 
gency department called for the 
installation of “disturbed” rooms. 

Three recent articles in Associa- 
tion publications may be of help 
to you: “The Administrator’s Role 
in Developing a Psychiatric Unit in 
a General Hospital” by Lee G. 
Sewall and “Wing R Insures In- 
tegrated Care” by Carl Mosher 
(August 1955 HOSPITALS JOURNAL 
OF THE AMERICAN HOSPITAL ASSOCI- 
ATION) and “Treating Mental IIl- 
ness in the General Hospital” by 
Morris H. Kreeger, M.D., ( Decem- 
ber 1955 Trustee). 

— SARAH H. HArpDwicke, M.D. 
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Stainless Steel 


No- Drip Pitcher 


saves time, saves steps 
by pouring from any angle 


Gain time for more important tasks with this 
No-Drip Polar Ware pitcher. It just won't drip no 
matter at what angle you pour from. That means 
faster, more efficient filling pf cups and glasses — 
no lost time and steps wiping up dribbles. You'll 
find, too, that this new-styled pitcher lifts and tilts 
easily with a big, sure-grip hollow handle. Its seam- 


less one-piece construction and heavy gauge stain- 
less steel provide all the enduring qualities required 


Polar Ware Co. 
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a with ice guard 


No.6-2, 2-Qt. 


No. 5.100, 1 Qt. 
No. $-200.2-Qt., 


by any hospital. And more, this pitcher has the finest, 
the longest-lasting finish there is —- electro polished 
on the inside and highly polished on the outside. 
You'll be glad to know, too, that you can now order it 
in a two-quart size with a guard for ice water service. 
The supply house men who call on you will be 
glad to give you the full facts . . . or, if you prefer, 
call or write direct to Polar 14 
Ware today. 
"3500 LAKE SHORE ROAD pels 


SHEBOYGAN, WISCONSIN 


Lesington Ave. 
New York 17. New waste 
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editorial notes 


—cancer registry confusion 


Some hospital administrators ap- 


parently believe that a cancer— 


registry is a requirement for ac- 
creditation by the Joint Commis- 
sion. Such is not the case. 

The confusion arose after the 
Board of Regents of the American 
College of Surgeons acted to re- 
quire such a registry as an essen- 
tial for approval of a cancer clinic 
by the College after December 31, 
1955. 

The College of Surgeons has ex- 
plained that “it is underlined 
that the registry requirement is 
totally unrelated to accreditation 
by the Joint Commission on Ac- 
creditation of Hospitals.” In his 
monthly contribution to HOSPITALS 
JOURNAL OF THE AMERICAN HOSPI- 
TAL ASSOCIATION, (page 8) Dr. 
Kenneth Babcock, director of the 
Joint Commission, states that “the 
Commission does not require a 
cancer clinic or a cancer registry 
in a hospital that is seeking ac- 
creditation.”’ 

We hope that these unequivocal 
statements will dispel the unfor- 
tunate confusion which has arisen 
concerning a cancer registry. 


—crime in the nursery 


The kidnaping of a baby from 
the newborn nursery is one of 
the most distressing episodes which 
can occur in the oft-trying life of 
a hospital administrator. It has 
happened rarely, the most recent 
episode being the Sept. 19 case at 
Mount Zion in San Francisco. 

It is hard to conceive of such an 
incident in a place so tightly regu- 
lated as a hospital nursery. Mark 


Berke, the director at Mount Zion, © 


gives us a clue. The strict rules 
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enforced in the nursery are fo- 
cussed on the medical care of the 
infant. Every possible safeguard 


is provided to prevent infections 


and to control them if they do 
occur. The child is especially vul- 
nerable during the first few hours 
and days of life and nursery care 
is geared to bring maximum pro- 
tection to the infané 

As Mr. Berke says, “the fact 
is that hospital administrators gen- 
erally do not think of the risk of 
criminal acts in their institutions” 
but concentrate their thinking on 
medical mishaps. The frequency of 
such criminal acts is so small that 
no drastic shift in our focus is 
indicated. However, the adminis- 
trator must be aware that there 
is an occasional person with crimi- 
nal intent and that the patients 
must be as carefully safeguarded 
against such a person as the patient 


is against, say, a pathogenic or- | 


ganism. 
—hospital research grants 


We have an earnest belief that 
money invdsted by the federal 
government in hospital research 
will prove to be money wisely 
spent. 

In March, 1954, Dr. Albert W. 
Snoke wrote that hospitals are 
“still in the horse and buggy days 
as far as having an organized pro- 
cedure for research. . .” And in 
1955, the American Hospital Asso- 
ciation urged a Senate committee 
to add $1.2 million for research 
to the Hill-Burton program. The 
Association commented that “it 
seems sad to us” that research in 
the hospital field was so neglected. 

The Association has had an 
abiding interest in hospital re- 
search. It has played a vital part 


in many of the studies which have 
been undertaken. It supported the 
authorization of research funds in 
the original Hill-Burton Act in 
1947. In 1952 the House of Dele- 
gates approved the Institute of 
Hospital Affairs, a thoughtful plan 
to bring increased emphasis, direc- 
tion and unification to research in 
hospital problems. 

We all hope that the very near 
future will bring the Institute con- 
cept to fruition. A start toward the 
goal of the Institute became pos- 
sible when Congress heeded the 
urgings of the Association and 
voted the first hospital research 
appropriation last year. The Public 
Health Service has now announced 
the first grants. (See “Digest of the 
News,” HOSPITALS, January 1.) 

We hope that these federal 
grants will stimulate greater sup- 
port of hospital research by private 
organizations. The benefits to be 
gained are tremendous. 


—sign language 


At the entrance to Othello in 
Adams County, Oregon, there is 
a sign which reads—‘Slow, No 
Hospital.” We agree with the plea 
for safe driving and with the ad- 
monition that the wayfarer had 
better take care because this com- 
munity was not prepared for any 
emergency he happened into, or 
brought on himself. 

John Bigelow, executive secre- 
tary of the Washington State Hos- 
pital Association, noted the Othel- 
lo sign as he was “beetling about 
the state on business.” He then 
pondered on the other side of the 
picture. He noticed that many a 
town with one or more hospitals 
doesn’t bother to post signs direct- 
ing the stranger in distress to its 
doors. In some communities, a 
search for a hospital in the tele- 
phone book under the word “hos- 
pital” can be fruitless. And it 
rarely is listed in that front page 
of the directory set aside for emer- 
gency calls. 

A person who needs a hospital 
will eventually get there, by tele- 
phone or in person. The occasional 
delay im finding it could, however, 
be disastrous. 

Incidentally, the citizens of 
Othello will soon be taking down 
that sign. They are going to build 
themselves a hospital. 
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HOSPITALS 


nursing service 


and education 


ART 1 OF this article, “A Review 
(1930-1953)" HOSPITALS JoUR- 
NAL OF THE AMERICAN HOSPITAL 
ASSOCIATION, January 1, 1956, re- 
viewed the changing pattern of 
nursing over the past 20 years. 
It was shown that graduate 
nurses have increased numerically 
even more than the increase in 
population and that there is an 
increased percentage of graduate 
nurses employed in hospitals com- 
pared to 1930, However, even with 
the increase in numbers of gradu- 
ate nurses, hospitals throughout 
the country are still short of nurs- 
ing personnel. The reasons for this 
shortage were discussed in detail. 
Faced with this problem, hos- 


Albert W. Snoke, M.D., and Richard B. 
Ogrean are director and assistant director, 
respectively, of the 658-bed Grace-New 
Haven Community Hospital, New Haven, 


by ALBERT W. SNOKE, M.D., and RICHARD 8B. 


part 2 —a forecast 


pitals have made changes in staf- 
fing patterns with the graduate 
nursing staff being supplemented 
markedly by the licensed practical 
nurse and the nursing aide. The 
graduate nurse educational pro- 
grams, however, do not appear to 
be producing the number of nurses 
needed to meet the increasing de- 


mand for nursing duties and nurs- © 


ing personnel, 

Part II offers suggestions—based 
on past developments and current 
trends——which the authors feel will 
help satisfy this growing need for 
trained nursing personnel. 


RECOMMENDATIONS 


The following suggestions are 
advanced to meet the steadily in- 
creasing demand for nursing duties 
and nursing personnel in our hos- 
pitals today. 


1. More efficient use should be made 
of existing graduate nurses. It has not 
been proved that there is an ac- 
tual national shortage of graduate 
nurses if the nurses were limited 
to actual nursing duties. Responsi- 
bilities for clerical, housekeeping, 
dietary and administrative activi- 
ties should be taken from the nurse 
and given to other hospital person- 
nel. We believe that uneconomical 
and inefficient use of graduate 
nurses in nonnursing activities can 
be demonstrated in every hospital 
in this country — including our 
own! 

2. A continuous re-evaluation of the 
patient's nursing needs and the use of 
individuals with varying levels of nurs- 
ing education must be made. The high- 
ly trained graduate nurse should be 
relieved of nursing duties that an 
individual with less training can 
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MORE GRADUATE NURSES ore needed to 
supervise the “practical” portion of the stu- 
dent nurse educational program. At Lome 
Linde (Calif.) Sanitarium and Hospitel 
gradvate nurse (left) observes wheel choir 
procedures of student nurses.—Courtesy of the 
College of Medical Evangelists, Los Angeles, Calif. 


perform. The graduate nurse must 
be trained and directed in the team 
approach so that she can work with 
a group of less trained nursing 
personnel to care for a group of 
patients. In certain areas of the 
hospital actual substitution of 
graduate nurses with other types 
of personnel must be carried out. 


3. A realistic approach to remuneration — 


of nurses must be made by hospitals. 
They are being requested to work 
on a job that requires coverage 24 
hours a day, 7 days a week includ- 
ing all holidays. The rotation to 
evenings, nights and weekends is 
not particularly enticing to a young 
woman, If hospitals expect to at- 
tract nurses from nonhospital nurs- 
ing jobs, such as a doctor’s assistant 
and industrial nurse, and re-attract 
the nurse homemaker to practice 
nursing, they must be prepared to 
reimburse adequately. 

Associated with salary and per- 
quisites are proper personnel prac- 
tices on the part of the nursing 
administration of the hospital. Un- 
derstanding of the problems and 
attitudes of the nurses, develop- 
ment of easy communication be- 
tween the various levels of nurs- 
ing and administration and proper 
relationships between the various 
groups in the hospital are of equal 
importance with wages. The top 
administration in the hospital and: 
the medical profession cannot es- 
cape their responsibility in this re- 
gard. Much of the nurses’ work and 
the time when it is done is de- 
pendent upon the orders and the 
understanding of the physician. 
Unnecessary and repetitive work, 
forgetfulness in issuing orders un- 
til the last minute and criticism for 
lack of accomplishment without 
recognition of what the nurse is 
doing can be deadly to morale. 

4. Graduate nurse education and cost 
should be reviewed in relation to present 
educational trends and requirements. 
There is no conclusive evidence 
yet presented indicating that there 
should not be both diploma and 
collegiate nursing schools. There 
will always be a need for both. 
The existing schools should be 
strengthened and enlarged where- 
ever possible. 
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Those nursing schools that are 
able should become accredited and 
prepare graduate nurses who can— 

@ Carry out involved nursing 
procedures. 

® Supervise as a team leader in 
understanding patient needs and 
in planning and providing for bed- 
side care. 

@ Supervise as a head nurse, su- 
pervisor or administrator. 

® Teach. 

Assume more medical \ and 
technical duties. 

Those nursing schools that can- 
not meet accreditation standards 
should combine with others to im- 
prove their program or become 
schools of practical nursing. Nurs- 
ing school accreditation is val- 
uable and necessary but must be 
realistic and must set standards 
and goals that can be met by 
schools that are turning out a prod- 
uct our present society needs and 
can use. 

Hospitals can expect continued 
pressure from nursing educators 
and nursing organizations to make 
basic nursing schools more educa- 
tional, thus producing less hospital 
bedside service from the student 
nurse. As an objective, one can- 
not argue with the desire that 
nursing schools be concerned only 
with education just as teachers 
colleges are concerned only with 
education. 

However, finances play an im- 
portant role in hospital schools of 
nursing. The cost of education and 
of the maintenance of the student 
nurse is only partly paid by her 
tuition and the service that she 
gives the hospital. Most good hos- 


pital nursing schools today are be- 
ing subsidized by hospital funds 
and this, of course, means the sick 
patient. The current trend of re- 
ducing the service rendered by the 
student nurse requires the hospital 
to” purchase more service from 
other nursing personnel which is 
in short supply and of course re- 
sults in an even greater cost to 
the patient. 

Reduction of the three-year di- 
ploma program to two years ap- 
pears feasible from an educational 
point of view, but is expensive to 
the hospital from a service and 
economic point of view. When the 
cost of maintenance, health care 
and education of the student nurse 
increases out of proportion to the 
service given by the student, the 
hospital must meet this expense 
by employing other nursing per- 
sonnel and then pass the cost on 
to the patient in the form of in- 
creased rates. Accurate and ac- 
ceptable cost analyses are obvious- 
ly necessary if agreement is to be 
reached as to the relative role of 
hospitals, patient, students and 
educational institutions in meeting 
the cost of nursing education. 

The only alternatives to increas- 
ed hospital rates to meet the in- 
creased educational cost are (1) to 
increase tuition fees which would 
probably affect student nurse en- 
rollment, (2) to increase again the 
service expected from the student 
or (3) to obtain governmental as- 
sistance for education at the local, 
state or federal level. Govern- 
mental assistance for nursing edu- 
cation at the state level is just as 
logical as for teacher education, 
and could be made available with- 
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out interfering with the academic 
freedom of education, 

5. More leaders in the nursing pro- 
fession should be recruited and educated. 
Granted that more graduate and 
practical nurses are needed to meet 
the increasing demands of hospitals 
and the related health fields, it 
must be immediately recognized 
that teachers, clinical experts, ad- 
ministrators and supervisors are 
needed, They are essential to pro- 
duce the additional nursing per- 
sonnel and to see that an adequate 
nursing job is done. This requires 
graduate programs, leaves of ab- 
sences, scholarships, inservice edu- 
cation programs and adequate en- 
couragement if the young women 
are to get this additional training. 
Here is where foundation and gov- 
ernmental (state and federal) as- 
sistance can be properly encour- 
aged. 

6. Practical nurse schools and training 
of auxiliary nursing personne! should be 
expended far beyond present programs. 
Practical nursing schools should be 
encouraged and expanded under 
the auspices of state and voluntary 
agencies. Hospitals should regard 
the development of schools of 


practical nursing as important to 
them from a nursing service point 
of view as the past development 
of diploma nurse graduate schools 
has been. Whenever it is possible, 
schools of practical nursing should 
be associated with junior colleges 
or the state educational system. 
Certain immediate advantages 
from the practical nurse school are: 


® Governmental financing of 
part of the educational cost. 

® Possibility of no capital funds 
needed for a dormitory. : 

@ Students are available for full- 
time hospital service at the end of 
one year instead of three. 

@ Hospital service is usually 
available after three months of 
preliminary training. 

@® The chances are that these 
graduates will remain in the hos- 
pital work force longer due to 
numbers of mature women at- 
tracted to this program and the 
probable necessity of their having 
to work, 

It is recognized that increased 
emphasis upon the practical nurse 
as a partial answer to meeting the 
increased need for nursing person- 


nel in the hospital is not original. 
Hospitals, nursing organizations 
and educational institutions have 
been utilizing nursing aides and 
practical nurses for a number of 
years. The American Hospital As- 
sociation and the Public Health 
Service have joined with the nurs- 
ing organizations in an extended 
program for nursing aides.’ It is 
still believed that added emphasis 
should be given to the formal prac- 
tical nurse programs. A number of 
questions or objections should be 
re-evaluated. 

There has been question on 
the part of some nurse educators 
and state boards of nurse exam- 
iners as to the propriety or prac- 
ticality of having a practical 
nurse school in the same hospi- 
tal as a diploma or collegiate 
program. There is sufficient evi- 
dence of such programs existing 
successfully in the same hospital 
to indicate that this can be prac- 
tical and satisfactory. 

Many graduate nurses oppose 
or fear the encroachment of the 
practical nurse in areas previ- 
ously covered by the graduate 
nurse only. This has been dis- 
eussed realistically in an edito- 
rial in Nursing Outlook. Eve- 
ning and night duty for the 
graduate nurse on duty alone, 
giving of medications, carrying 
out of complicated procedures, — 
ete. are duties that the graduate 
nurse has felt within her pre- 
rogative. The shortage of the 
graduate nurse has compelled 
these graduates to do all of this 
work with consequently heavy 
pressures, frequent evening and 
night rotation, ete. One obvious 
answer is to train the practical 
nurse to assume these responsi- 
bilities in specific areas with ade- 
quate supervision from the grad- 
uate nurse. 


A great amount of research is 
being done on the function of nurs- 
ing and the role of the practical 
nurse and the nursing aide. De- 
finitive answers have not been 
reached, but the impression cer- 
tainly exists that more and more 
activities of the nursing division 
can be delegated to an individual 
with less preparation than the 
graduate nurse. A personal impres- 
sion is that the nursing aide with 
an on-the-job training period of 
a few weeks cannot supplement the 
work of the graduate nurse to the 
same extent as the practical nurse, . 
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and that all three nursing educa- 
tional programs are necessary. It 
has been the experience in New 
Haven that a greater improvement 
in recruitment of nursing person- 
nel and a decrease in turnover have 
resulted from the formal licensed 
practical nurse program than from 
the nursing aide program. 

It is also quite clear that there 
are variations in the competency 
and ability of the licensed practi- 
cal nurse as in all other groups of 
personnel. Individual differences 
must be considered when assign- 
ments to nursing divisions with 
varying degrees of supervision are 
made. Just as we find that selected 
licensed practical nurse graduates 
make excellent operating room 
technicians with on-the-job train- 
ing, so should selected licensed 
practical nurses be able to take on 
far more patient nursing responsi- 
bility with special training.* 

There should be no illusion that 
the increased emphasis upon nurs- 
ing aides and practical nurses will 
lead to much economy in hos- 
pital operation. More graduate 
nurse supervision probably will be 
required and there is less flexibil- 
ity and somewhat more inefficiency 
in the use of auxiliary nursing 
personnel as contrasted to graduate 
nurses. The program is presented 
on a nursing personnel supply 
basis—not reduction of costs. 

It is also recommended that there 
be a clear relationship between 
practical nurse schools, diploma 
schools and collegiate programs 
so that fair and equitable credit 
for work done in the licensed prac- 
tical nurse and basic nursing pro- 
grams be given if the nurse wishes 
to further her education. This prin- 


ciple has been accepted, but not. 


actually implemented in many 
areas—particularly in relation to 
practical nurse training. Encour- 
agement should be given to the 
student to enter at the basic levels 
and to obtain more education as 
ability, finances and inclination 
warrant. 

The rapid and intensive expan- 
sion of the practical nurse training 
programs probably presents the 
most economic and efficient means 
presently available to increase the 
nursing personnel needed in this 
country. It has been estimated that 
there is a need for graduating 

(Continued on page 92) 
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nursing students in the future 


by MARGARET D. WEST and EDWIN L. CROSBY, M.D. 


HREE YEARS ago we prepared for HOSPITALS JOURNAL OF THE 

AMERICAN HOSPITAL ASSOCIATION a report on the number of 
new students entering schools of nursing each year on studies 
made by the Health Resources Advisory Committee of the Office 
of Defense Mobilization. 

We indicated that the number of girls who enter nursing 
school seemed to be stabilizing at about 40 per thousand, and 
made estimates to 1959 on the basis of past experience. 

The past three years have borne out those estimates very 
closely. The average rate for these years (using the number 
of 17%-year-old girls as a base) has been 40.14 per thousand. 

The accompanying table brings up through 1954 the actual 
number of new students entering schools of nursing and projects 
the estimates through 1965. The earlier table brought the 
actual reports up through 1951 and projected the estimates 


through 1959. 
For the future, if the present trend continues, we can 


expect a continuing small increase for the next few years, | 


with substantial increases in 1960 and again in 1964 which 
are of such magnitude that they might well be beyond the 
capacity of nursing schools as we see them today, . 


Margaret D. West is statistician, Public Health Service, Department of 
Health, Education, and Welfare. Edwin L. Crosby, M.D., executive director of 
the American Hospital Association, is a member of the Health Resources 
Advisory Committee of the Office of Defense Mobilization. 


New Students in Schools of Nursing 
Actual, 1947-1954 and estimated, 1955-1965 


YEAR OF | ESTIMATES OF OLD 
ADMISSION | 17-YEAR-OLD Gimis) —— 
Reported Estimated Reported Estimated 
1947 1,118,000 34,210 34,200 
44,185 43,200 
09,000 0.10 40.95 4,667 “1,900 
1952 1,079,000 42,103 43,900 
1959 1,085,000 9:58 | 47,945 44,400 
1954 1,066,000 “0 44,570 43,700 
1955 1,093,000 44 900 
1957 1,124,000 — “7 | — | 650 
1958 1,167,000 | 44,100 
1999 1,238,000 $1,000 
1960 1,437,000 — | 59,200 
1961 1,359,000 — | 
1962 | 349,000 1 —— | 
1963 1,356,000 — | —— 
1964 167,900 — | | 
1,733,000 — | as 
| 


Estimotes fer 1990-09 exe sumer of 17S Bo your, 


bosed on birth ond death data from the National of Vitel Statistics. From 1960 the ore 
for "shed 17% years of hy of woch voor, on 1980 date nd death 


of the Cenews 
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by WALLACE 5. SAYRE, Ph.D. 


HE PRINCIPLES OF administra- 
tion are eclectic, elastic and 
expansive-——not universal, uniform 
or unvarying. The concepts of ad- 
ministration are simply systematic 
ways of thinking about the or- 
ganization of human work and 
purpose. As principles they re- 
main abstract, and as such, they 
are useful tools of exposition and 
analysis. But these abstract prin- 
ciples take on operational meaning 
only when they are applied to 
concrete organizational situations 
at a particular time in a particular 
environment. And then the cloth 
of principles must be cut to fit 
the form and the personality of 
the organization being examined. 
This is not a way of expressing 
cynicism about the principles of 
administration. Instead, it is a way 
of taking these principles seriously 
in the real world of working or- 
ganizations: a way of applying 
them which will make them use- 
ful rather than mere items of in- 
tellectual exercise. 

For the purpose of considering 
the relationship of the principles 
of administration to the field of 
hospital administration we may 
regard the principles of adminis- 
tration as consisting of four sets 
of conceptual systems concerning 
the organization of human work: 
1. Administration as a techno- 
logical system. 


Wallace 8. Sayre, Ph. D. = ee of 
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must be cut to fit the form of the 


organization. Only if they can be applied to 


concrete situations will they 


be useful tools in organizing human work. 


This is the first part of a two-part 
article by Professor Sayre on concepts 
of administration. A second article 
dealing with administration as a social 
process and the characteristics peculiar 
to the hospital organization will appear 
in the February 1 issue. 


2. Administration as a system for 
policy formulation and decisions. 

3. Administration as a _ social 
process. 

4. Administration as a system of 
responsibility and accountability. 


1. administration 
as a technological system 


* This concept is the most widely 
familiar and the most widely 
talked about and written about. 
For more than 50 years the 
emphasis of most of the literature 
of administration and of manage- 
ment (the two terms are broadly 
analogous in the literature, al- 
though management is frequently 
thought of as the narrower term) 
has been upon the technological 
aspects of organizing human work. 
Much, even most, of our vocabu- 
lary of administration comes from 
this school of thought. 

This concept of administration— 
that is, as a problem in tech- 
nology——is the world of “scientific 
management,” the world of uni- 
versal “principles” which may be 
successfully applied to any or- 
ganization, anywhere, any time. 
This is also the world of most 
schools of business administration 
and their text books, of manage- 
ment engineers and management 
consultants. 


The organizational model for 
this concept is the business cor- 
poration, particularly the corpora- 
tion engaged in large-scale produc - 
tion. It was in the factory that 
Frederick W. Taylor, the father of 
scientific management, developed 
his principles of organization, and 
it is the modern, streamlined pro- 
duction organization that still pro- 
vides the ideal environment for the 
technological concept of adminis- 
tration. The key word in this con- 
ceptual system is efficiency (the 
most work performed at least 
cost). 

Administration as a problem in 
the technology of organization is 
the climate of the engineer, the 
accountant, the statistician. The 
mood of this conceptual system is 
austere, impersonal, rational, logi- 
cal. System, order, authority, com- 
mand, method, measurement, 
standards—all are favored words, 
frequently invoked as the signs 
of good administration. At its 
worst, this concept is a portrait 
of the organizational world of the 
bloodless, drab, impersonal, me- 
chanical (should we say, elec- 
tronic?) “administrative man.” At 
its best, it is a way of emphasizing 
some—but by no means all—of the 
aspects of administration. 

The most important operative 
terms in this conceptual system in- 
clude: hierarchy, division of work, 
standards, procedures, work units, 
unit costs, work and cost trends. 

A consideration of one of these 
—hierarchy—will serve to illumi- 
nate its application in the field of 
hospital administration. 
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This concept holds that an or- 
ganization must have clearly es- 
tablished levels of authority—a 
chain-of-command —extending 
from the chief officer downward 
through subordinate managers and 
supervisors to. the rank-and-file 
members of the organization and 
upward through the same channels 
of command. This is a concept im- 
perfectly established in any or- 
ganization—even in a military one 
~—~but in the business-type organi- 
zation it is workable, possessing 
great values when not too literally 
applied. In a hospital, however, it 
would seem to confront special 
difficulties. At first glance, at least, 
a hospital appears to be more like 
a university than a hierarchical 
organization: a place of coépera- 
tive and contractual relationships 
rather than a place where a pyra- 
mid of authority exists. One need 
only observe the special relation- 
ship of the medical staff to the 
hospital organization to realize that 
in a hospital the hierarchical 
chain-of-command is replaced by 
some other concept of administra- 
tion. A hospital may be more like 
a symphony orchestra than like 
a business corporation. 

The concept of administration as 
a problem in the technology of 
organization has made great and 
lasting contributions to the prin- 
ciples of administration. But it is 
not a complete theory of admin- 
istration—a fact that almost all ad- 
ministration students have recog- 
nized for at least two decades. It 
is most useful in particular types 
of organizations—for example in 
an industrial plant, any large-scale 
production or clinical organization, 
or in a police department. In other 
organizations, such as hospitals, 
it needs drastic modification and 
adaptation. 


2. administration 
as a system of policy 
formulation and decisions 


This concept is also widely rec- 
ognized, particularly in the post- 
war literature of business and pub- 
lic administration. It has had a 
broadening influence on the think- 
ing about administration, and has 
enriched the vocabulary as well 
as the ideas of management. Its 
most popular expression in the 
business world is to be found in 
the pages of Fortune. It is to be 


JANUARY 16, 1956, VOL. 30 


found, too, in the literature of pub- 
lic administration. 

This concept sees administra- 
tion as concerned most important- 
ly with the methods by which an 
organization plans policies, makes 
decisions or choices between alter- 
native policies, revises its present 
policies, programs or schedules its 
work to carry out these policies 
and evaluates the results of its 
policies and its work programs. 

This system is the world of. ad- 
ministration as risk-taking, as a 
problem in alternatives and con- 
sequences; the world of politics- 
as-administration and of contro- 
versial choices and hazards. It is 
still the world of analysis and 
rationality, but consent and agree- 


. ment are more important than 


logic or command. 

The organizational model for 
this policy-approach to adminis- 
tration is not easy to find, but the 
large multiphase business corpora- 
tion (Standard Oil of New Jersey) 
or a governmental agency like 
TVA fits the pattern reasonably 
well. The key words in this con- 
ceptual system of administration 
are purpose, policy, program. These 
principles of administration are 
more concerned with ends than 
with means, or regard the methods 
of administration as subordinate 
to the purposes of administration, 
which are not to be compressed 
into the single criterion of effi- 
ciency exalted by the technological 
or scientific management concep- 
tual system. 

Administration as a problem in 
policy formulation and decision- 
making is the climate of the plan- 
ner, the protagonist of ideas, the 
politician, the general business 
executive. The mood of this con- 
ceptual system is not the austerity 
and impersonality of the techno- 
logical approach; instead, it is 
more likely to be controversial, 
reflecting the values and commit- 
ments of men with premises to 
which they are dedicated. Plan- 
ning, the calculated risk, experi- 
ment, trial and error, stock-taking, 
future goals, the costs of inertia—~ 
these are the favored words and 
phrases of this conceptual system. 

The most important operative 
terms in this conceptual system 
include: planning, decision-mak- 
ing, work programing, evaluation. 
There are others, but these suffice 


to convey both the substance and 
the flavor of this approach to ad- 
ministration. 

When considering these concepts 
it should be kept in mind that or- 
ganizational thinking has been so 
dominated by “scientific manage- 
ment” ideas that few organizations 
are equipped for planning, for 
decision-making, for work-pro- 
gramming or for evaluating policy 
and program. In most organizations 
these processes have been en- 
grafted upon an organization pat- 
tern designed in terms of the 
technological approach. In this re- 
spect hospital administration does 
not have to run very fast to catch 
up with the leaders. 

The concept of planning holds 
that an organization must have 
some adequate arrangements for 
considering both short- and long- 
range policies——-particularly long- 
range ones. If it does not have such 
arrangements, the organization is 
a prisoner of habit, of its own his- 
tory, and it probably will not long 
survive except at the cost of re- 
current crises. The concept of deci- 
sion-making holds that the plan- 
ning and the consideration of 
policy must be brought to timely 
fruition by organizational deci- 
sions. But this requires some con- 
scious, established and accepted 
processes of decision-making. 

These are the questions which. 
this system emphasizes. How are 
policies brought to the point of de- 
cision? By whom are they to be 
made? When? How? How are these 
decisions to be legitimatized? How 
communicated to the organization's 
membership? The mortality rate of 
decisions in most organizations is 
striking—from still-births through 
other stages of infant mortality. 
The concept of work-programing 
flows logically from the prior con- 
cept of decision-making, for it 
holds simply that policy or purpose 
must be translated into work as- 
signments becoming progressively 
more concrete as the work pro- 
grams are spelled out for organi- 
zational units downward in the 
organization, The concept of evalu- 
ation calls for a periodical ap- 
praisal of the results flowing from 
the policies, the decisions and the 
work programs, so that changes 
in plans and policies may be con- 
sidered on a factual basis. 

(Continued on page 92) 
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creamye hospital 


by JACK MASUR, M.D. 


HERE ARE SOME dreary days, 

especially Mondays, when a 
hospital administrator must feel 
that his lot is not a happy one. 
The board of trustees is likely to 
expect him to be clairvoyant and 
a financial Houdini. The medical 
staff claims he is happiest when 
making life miserable for it. The 
department heads tend to look at 
him as though he were a human 
petrification with a heart of feld- 
spar, with a predilection for saying 
“no” to everything, especially if 
it involves spending a nickel. The 
patients’ relatives are likely to 
stare at him for a close inspection 
of the hand designed like a surgi- 
cal instrument that reaches deeper 
into their pockets than anybody 
else with whom they trade. 

Yet, with all of the headaches 
and heartaches of a hospital ad- 
ministrator, there are compensa- 
tions. One of them is the fact that 
of all types of administrative jobs 
in industry, government, the arts 
or science—the administration of 
a hospital is one of the most crea- 
tive. 


CREATING AN ATMOSPHERE 


It is creative in the sense that 
the renowned architect, Frank 
Lloyd Wright, meant when he said 
you cannot really teach art, “you 
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can only create an atmosphere in 
which it can grow.” 

The hospital administrator does 
not provide medical care, himself. 
But he can create an atmosphere 
in which better medical and hospi- 
tal care can grow—an atmosphere 
where physicians can provide 
everything required for their pa- 
tients, with confidence that their 
orders will be carried out to the 
letter; where nurses and other 
paramedical personnel can work 
together in harmony; where the 
patient finds himself among friends 
who are concerned only with re- 
storing him to health—an atmos- 
phere which makes people in the 
community think of the hospital 
as their own. 

It seems to me that the creation 
of such an atmosphere in discharge 
of the administrator’s responsibili- 
ty to the hospital has three dis- 
tinct phases. 

One is the development of inter- 
personal relations among the hos- 
pital staff, based on mutual respect 
and mutual trust. 

The second is nurture of the 
attitude of the patient and the 
community toward the hospital. 

The third is the development of 
new techniques and methods which 
will facilitate administration, tech- 
niques which will make it possible 
for the administrative machinery 
of the hospital to keep pace with 
the advance of medical science. 

The first phase involves the in- 
tricacies of interpersonal staff re- 
lationships, which depend in large 
part upon the personal character- 
istics of physicians, nurses and 
other staff members. This phase 


ministration 


demands the greatest resources of 
administrative skill and diplomacy. 
It also requires consummate skill 
in the communication of ideas. 


Gilbert Highet, the educator and 
critic, has said that every adminis-— 
trator—for good or ill—is a teach- 
er. Certainly this is true of the 
hospital administrator. He may 
never conduct a class or deliver 
a lecture, but he imparts to the 
staff at every level in the hospital 


his philosophy and knowledge of 


hospital care. 

Sometimes I think the difficul- 
ties an administrator encounters 
in the dissemination of his ideas 
are similar to those of the speech 
therapist I once watched at work 
with a small boy. The therapist 
was holding a bright red balloon 
in her hands. The little boy held 
his hands on the balloon, too. The 
therapist placed her lips against 
the balloon and made a few simple 
sounds. The boy placed his lips 
against the balloon, and through 
the balloon he felt the vibration 
of the therapist’s voice. This boy 
had never heard sound. He was 
born deaf. In this simple demon- 
stration, he learned the idea of 
sound. He learned that he could 
make sounds himself. 

Sometimes attitudes and ways 
of doing things become so fixed 
in our minds that we seem to 
lose our capacity for accepting new 
ideas. We do not hear. We do not 
realize that this is an idea we can 
transpose into action ourselves, 
just as the deaf boy did not know 
that he, too, could make sounds. 
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It is the responsibility of the 
administrator to penetrate this 
deafness, to transmit his ideas and 
with them the realization that they 
can be put into action. 

It has become increasingly ap- 
parent that the attitude of the pa- 
tient directly affects the hospital 
—especially the hospital which de- 
pends upon the community for 
support. 

In professional circles, it is cus- 
tomary for us to appraise a hos- 
pital in terms of its bed capacity, 
the array uf surgical facilities, the 
size of the staff and so forth. But 
the people a hospital serves think 
of it not in terms of bed capacity, 
but in terms of the capacity of its 
heart. 

The attitude of people toward 
a hospital is important to the hos- 


.pital in two ways. 


First, the attitude of a patient 
toward a hospital has a direct ef- 
fect on his recovery. If he feels 
sure that here*he will receive good 
care, his physician will be able to 
undertake the necessary course of 
medica] care with the aid of favor- 
able emotional conditions. If the 
patient distrusts the hospital, his 
fears may add unnecessary com- 
plications to the work of the phy- 
sician. 

The attitude of the people in the 
community toward a hospital de- 
termines in large measure the fi- 
nancial support they will give. 

In a very true sense, a hospital 
has a personality ... just as a 
man does. People think of it as 
a age hospital, or a safe hos- 
pital, of a cold and forbidding 
hospital. In a large measure a hos- 
pital’s personality is a reflection 
of the personality of the adminis- 
trator. 


WHAT ABOUT THE PATIENT? 


During the past half-century, as 
the science of medicine advanced 
with great strides and specializa- 
tion thrived as never before, it 
became a perfectly natural thing 
for the physician to become more 
and more absorbed in the exciting 
battle against disease. This con- 
centration on the universal enemy 
of man became so absorbing that 
occasionally thought was given 
only to the enemy, disease, and 
not to the man. This approach to 
medical care has—in many cases— 
spread from the physician to the 
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house officers and on through the 
staff, until the patient was over- 
shadowed by the disease he 
brought into the hospital to be 
treated. In fact it has become 
rather commonplace to hear re- 
marks like these: “We had a 
beauty of a gall bladder this morn- 
ing,” or “That was a tough resec- 
tion the chief worked on this after- 
noon.” 

Such a remark always makes one 
want to ask, “Yes, but what about 
the patient?” 

In our profession it has become 
a cliche to say that everything we 
do in the hospital is for the patient. 
We say the words to each other 
over and over again, but sometimes 
I think we forget their meaning. 

A patient should be welcomed 
into a hospital as a guest who has 
turned to us in distress. Every 
person who works in a hospital 
must understand and live by this 
maxim. The administrator must 
imbue the hospital staff with this 
spirit—the admitting officer, the 
telephone operator, the attendant, 
the porter. He, himself, must set 
for them the example for what 
we now call the “therapeutic en- 
vironment” otherwise referred to 
as the “golden rule.” 

A man brings all of his life to 
the hospital with him. He does 
not leave at home everything else 
except his body and his illness. 
He brings his worries and his fears, 
and because his strength is dimin- 
ished, the worries and fears seem 
larger than ever before. 

A man ill enough to be hospi- 
talized has generally suffered some 
emotional shock——-great or small. 
His illness has disrupted his fami- 
ly and his work, has brought with 
it the need for emergency meas- 
ures within the family. The en- 
suing problems have very likely 
touched every person in the family. 
The patient brings this burden of 
distress to the hospital in addition 
to his illness. Even if his affairs 
are in order and he has resources 
to meet the cost of the illness, the 
difficulties are great enough. But 
if the illness brings undue anxiety 
to his wife, if he has no funds to 
pay for his care, the trauma of fear 
may join the attack of the illness 
to batter him down. 

In what is to him a moment of 
threat and danger, he comes to the 
door of the hospital. He is sepa- 


rated from his family and deliv- 
ered into the hands of strangers. 
He is taken from the security of 
his home and familiar surround- 
ings into a strange and sterile set- 
ting. It is little comfort to him 
that so much of modern medicine 
cannot be practiced in the home, 
that the hospital provides him with 
the best possible protection to his 
life and health. 

Today we recognize the fact that 
the fears and tensions of serious 
illness, if exaggerated, can serious- 
ly retard the recovery of the pa- 
tient, no matter how skilled the 
medical care he receives. It is the 
hospital administrator who can in- 
sure that from the moment the 
patient enters the hospital he is 
made to feel that he is among 
friends who have every concern 
for his recovery. 

Let me go on now to the ques- 
tion of the responsibility of the 
administrator—and others—for the 
full and complete cure of the pa- 
tient. 

I am reminded vividly of a small 
statue I saw many years ago on 
the mantle in the office of the late 
Dr. E. H. Lewinski Corwin at the 
New York Academy of Medicine 
—a statue of a patient discharged 
from a hospital. 

It was a pathetic little figure of 
a man, coat collar turned up and 
shoulders hunched against the chill 
winds, clutching his belongings in 
a paper bag... trembling with 
weakness, discouraged and afraid. 
(He was clearly unfit for work. 
No employer would take a chance 
on hiring him.) He had to have 
help before he could face the world 
with confidence in himself. He is 
past the age 50 and may very well 
have to learn a different kind of 
work to support himself and his 
family. Very likely he was once 
the responsible bread-winner of 
a family, a husband and father, 
proud of his ability to earn enough 


‘to feed, clothe and educate his 


children. But his present weakness 
has shaken him. His confidence 
is deeply damaged. He is fright- 
ened of the future. This is the 
man who has been sent out of 
the hospital with the notation on 
his medical chart: 

“Discharged—cured.” 

The statuette epitomizes the 
real task of medical care today: 
to bridge the gap between the sick 
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bed and return to the job and 
family. It applies to the man who 
is ill for a short time and to the 
man who is severely crippled and 
requires a full measure of rehabili- 
tation. The hospital administrator 
must join with the clinician in 
providing leadership to develop the 
kind of teamwork and codérdina- 
tion between professions that will 
assure such comprehensive care. 
We must join with social work, 
education, vocational guidance and 
the many related services to pro- 
vide patients with the help they 
need to restore them to the fullest 
life they can lead. 


More and more we are realizing 
that the modern hospital is be- 
ginning to become a focal point 
for the health of the individual 
and the community. The evolution 
is slow—as it should be. But with 
it is coming a conception of the 
patient and his health—as well as 
his illness——which takes in what 
the French would call the “ambi- 
ance” of life—the whole pattern 
of life and everything that touches 
upon it. 

You may say it is not the re- 
sponsibility of the hospital to un- 
dertake a health program of such 
scope. Let me offer these thoughts 
for your consideration: 

The hospital must play a major 
role in any coordination of health 
services in a community. The hos- 
pital is the center of curative medi- 
cine, of the practice of the phy- 
sician, The physician also plays an 
important role in preventive medi- 
cine, Codérdination of all health 
services——-preventive, curative, re- 
habilitative—will serve both the 
individual and the community bet- 
ter. Therefore, it seems to me that 
the administrator has a responsi- 
bility to his hospital to exercise 
leadership in the union of com- 
munity health resources. | 

There is another facet to our 
role in developing an atmosphere 
in the hospital favorable to the 
best medical care—the develop- 
ment of new techniques and meth- 
ods in administration. 

It may seem that this is an area 
beyond the immediate concern of 
the hospital administrator. It may 
seem difficult—if not impossible— 
for him to find time for the re- 
search and analysis and testing 


required in the development of 
new administrative techniques. 
But somehow, administration must 
keep pace with the advance of 
medical techniques. 

In the widely disparate patterns 
of the organization, administration 
and control of our hospitals, we 
have an urgent need for applied 
research in many areas of our work 
-~for example, the design of hos- 
pitals, the analysis of departmental 
functions, and the improvement of 
indices by which we evaluate the 
service we provide. 

Obviously, it is the responsibili- 
ty of the architect to create the 
most functional and attractive hos- 
pital design. But who can better 
advise him than the administrator 
who knows intimately the prob- 
lems that arise from inadequately 
designed facilities? New hospitals 
are going up every day, but we 
have not developed the resources 
to appraise objectively the func- 
tional efficiency of our architec- 
tural design. 

The advent of early ambulation, 
antibiotics for the control of cross 
infection, and economical air con- 
ditioning have not yet had full 
impact on design concepts—some 
of which are outmoded—and are 
repeated and carried over into new 
hospitals merely through force of 
habit. 


To cite but a few instances of 
study chall@nges, we lack data on: 

1. The optimum size of a ward 
unit to combine the dignity of pri- 
vacy with the amenities of con- 
genial company when we feel 
like it; 

2. An efficient and economical 
method of delivering to the bed- 
side food like mother used to cook; 

3. The quiet peace of controlled 
acoustics combined with the com- 
fort of good reading light; 

4. A twentieth century device for 
disposing of human wastes for the 
bed-bound patient. 

Closely tied in with the need 
for progress in architectural de- 
sign is the want of good studies 
in the functioning of various de- 
partments of the hospital. Effective 
utilization of personne! is a “must,” 
not only because of the chronic 
shortage, but because turnover of 
hospital personnel is one of the 
most expensive parts of the bill 


the patient must pay. Studies car- 
ried out by the Public Health Serv- 
ice in the past few years in the 
field of nursing care illustrate the 
possibilities inherent in applied re- 
search in the hospital. These stud- 
ies have examined the workload 
of nurses to determine how clerical 
and housekeeping activities can 
be transferred to non-professional 
personnel. 

I cannot help but feel that a 
major challenge to our managerial 
responsibility lies in overcoming 
the faulty and inadequate meas- 
urements we use to evaluate our 
accomplishments. 

We talk too superficially of 
“cost per bed” in the construction 
of the hospitals. 

We mix up pineapples and 
pumpkins when we use compari- 
sons in “personnel-patient ratios.” 

The worst example is the empty 
formula of “occupancy rates,” 
which have no regard to length 
of stay or turnover interval. 

We tabulate “costs per patient 
day”—as a symptom of our ob- 
session with bed care — almost 
without perception of the rate of 
utilization, the proportion of seri- 
ously ill and complicated cases, 
and the changing demands of out- 
patient care. 

We have only just begun to de- 
vise methodology which can be 
applied in hospitals of all kinds 
to give us a more realistic expres- 
sion of workload and personnel. 

And certainly we have much to 
do to narrow the gap of under- 
standing between those who spend 
the money and those who furnish 
the money. : 

I recognize the fact that research 
broad, comprehensive research 
-—is not the specific responsibility 
of the individual hospital. It is 
the responsibility of the universi- 
ties, and foundations, and federal 
and state governments. 

Though the development of re- 
search projects on a broad scale 
are beyond the range of the in- 
dividual hospital, still the informa- 
tion obtained must come from the 
hospital. Also, techniques continue 
to be developed by administrators 
for use by individual hospitals as 
a contribution to their own man- 
agerial problems. The data gath- 
ered and the techniques evolved 
can serve as valuable tools to 

(Continued on page 92) 
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traveling 
medicine 
show 


fe MORE than 30 per cent 
of your hospital’s patients 
come from outlying districts, how 
can you bring these people in to 
see the hospital? 

Frankly, you can’t. But you can 
bring the hospital to see them. 

Children’s Hospital of Pittsburgh 
finds the solution in its unique 
“modern-day medicine show”—a 
hospital exhibit hall on wheels. In 
a loaned van, built up from loaned 
equipment and displays prepared 
for indoor exhibit, Children’s 
“medicine show” rolls into coun- 
ties surrounding Pittsburgh to tell 
the hospital’s story and center sup- 
port for its $4.5 million fund drive. 

Gone are the snake oil and the 
mustachoed. barker, but the old 
“medicine show” fascination re- 
mains. Attendants drop the van’s 
tailgate. Down go the stairs, out 
go the awnings and the show is in 
business. 

More than 700 turned out in one 
community of only 3,500 to see the 
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TRAVELING “medicine show" in borrowed van (top) brings the story of the hospital to 
the people. Displays are keyed to the three-fold purpose of the hospital—child care, edu- 
cation and research. The “medicine show" is built up from loaned equipment, coler trans- 
parencies and exhibits prepared for earlier display as shown in the twe bottom pictures. 


show during two days it appeared. 

The displays themselves are 
keyed to specialized functions of 
Children’s Hospital and to its 
three-fold purpose— child care, 
education and research. 

Visitors can examine surgical 
instruments for children (the adult 
instruments are close at hand for 
comparison). 

By means of color transpar- 
encies, they can study microscopic 
slides of diseases under investiga- 
tion by the hospital. They can fol- 
low the course of an emergency 
operation. 

The feel of the whole show is 
lively, professional and personal. 

In fact, the whole approach is 
well-conceived. 


The van’s arrival is heralded by 
photos and articles in local news- 
papers. Radio stations are fur- 
nished spot announcements and a 
recorded five-minute news show 
with suitable pauses for local time, 
date and place of exhibition. 

Campaign chairmen in the vari- 
ous counties decide where and 
when for the exhibit. They make 
all local arrangements for power 
and site. They secure all necessary 
permissions. 

Total cost, counting preparation 
of individual displays used earlier 
in the hospital, runs an estimated 
$5,100. Hospital authorities say this 
could have been cut by designing 
the exhibit as a unit rather than 
including earlier displays. 
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medical records department—detailed breakdown 


(under medical records librarian) 
EMPLOYEE HOURS PAY RATE WEEKLY TOTAL 


CLERK TYPIST 
A 44 $1.05 $ 46.20 
B 44 1.04 45.76 ° 
in controlling 
D 26 98 25.48 
| 26 98 25.48 
F 24 94 22.56 
| TOTALS 6 208 $210.80 
MEDICAL STENOGRAPHER 
A 44 $1.39 $ 61.16 ECAUSE PERSONNEL COSTS con- 
B 44 1.38 pectin B stitute the largest segment of . 
a 44 cl 60. the hospital budget, the administra- 
TOTALS 3 132 $182.60 tion needs to continually seek more 
> effective measures to strengthen 
DICTAPHONE OPERATOR > financial control in this area. It . 
A 44 $1.09 $ 47.96 © is our belief that a program cen- ! 
B 44 1.07 47.08 © tered on a man-hour formula will 
TOTALS 2 88 $ 95.04 - give administration the tool it 
a » needs to pin-point financial con- 
ASSISTANT » trol of personnel. 
A nv $1.70 $ 74.80 s Man-hour control is a system 
whereby the hospital departments 
RECORD CLERK : are operated according to numbers 


A 44 $1.31 $ 57.64 * of hours instead of numbers of 
persons. The personnel budget is 


man-hour control program. 


based upon predetermined indi- 
) vidual rates, which in turn are 
' multiplied by the hours each mem- 
medical records department—summary 5 ber of a department works. For 
NUMBER OF EMPLOYEES JOB TITLE OR ITEM HOURS PAY : example, the breakdown for the 
é6 Clerk st 208 210.80 4 medical records department in the 
3 132 300-bed New Britain (Conn.) 
2 Dictaphone operator 88 95.04 ' General Hospital is shown in 

1 Assistant 44 74.80 | Table I (left). 
1 Record clerk 44 57.64 By gathering the totals, we 
” | form the composite for an aver- 
550 $620.88 | age week shown in Table II, The 
ALLOWANCES Merit rating 24.82 4 result is a basic organizational and 
Temporary help 96.80 ; financial structure for the medical 
WEEKLY TOTAL $742.50 4 records department based on a 


: Each department is organized in 
> a similar manner, revealing two 
\ basic but very important facts: 
’ (1) the total number of budgeted 


housekeeping department—summa 4 
Y hours each department is allowed, 
(under the executive housekeeper) 
and (2) the total amount of 
NUMBER OF EMPLOYEES JOB TITLE OR ITEM HOURS PAY i money, based on budgeted hours. 
1,075 $1,035.20 that each department is allowed. 
2 This is the crux of the man-hour 
2 linen girl ) 88 107.36 program, because with these two 
4A 57.20 basie elements, administration 
stein 53 2,079 $2,126.66 ; A. Robert Crawford is now director of 
Merit rating 85.07 Bornstein Is administrative ithe 
Temporary help 331.76 mortal Hospital. Patterson, New Jersey 


versity when they carried out this study 
at the New Britain General Hospital. 
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personnel costs through a man-hour program 


by A. ROBERT CRAWFORD and LESTER M. BORNSTEIN 


holds the financial reins of the per- 
sonnel budget. 

The general procedure for es- 
tablishing a man-hour’ control 
program is initially a time-con- 
suming project. However, once the 
groundwork has been laid, the 
program will continue to function 
with little supervision on the part 
of the administration. First, the 
detailed data (described in the 
example of the medical records 
department) comprising job clas- 
sifications, hourly pay rates and 
working time schedules are for- 
mulated. The administration then 
provides department heads with a 
schedule of the fixed number of 
budgeted hours within which they 
must operate their departments. 

This fixed figure is best deter- 
mined by arbitrarily freezing the 
average hours worked per week 
during a previous accounting pe- 
riod. Thus the basic foundation is 
set. Working from this structure, 
adjustments that are dma ap- 
propriate are made. Each depart- 
ment is checked monthly to ascer- 
tain the accuracy of the “freeze.” 
At the end of one year, a complete 
analysis is made to review and to 


evaluate the degree of efficiency 
that the man-hour allotment has 
provided. 

Before establishing the final set 
figure for each department, two 
factors must be taken into ac- 
count, First, an allowance must 
be made, based on projected oc- 
cupancy as determined by the 
budget committee, for the addition 
of temporary help. This includes 
persons used to fill in during sick 
leave, and those used in the sum- 
mer while regular staff members 
are on vacation. The hours worked 
a week in a department should not 
be changed, since it will take only 
the alloted number of hours to run 
a department unless there is an 
increase in the patient load. How- 
ever, in the summer when occu- 
pancy is running lower, the ad- 
ministration may feel that some 
departments should have their 
hours cut. 

Secondly, care must be taken 
in estimating the budget so that 
allowance is made for increases 
under the merit rating system. In- 
stead of receiving automatic raises, 
all hospital employees are rated 
by their superior before the date 


on which they are eligible for a 
raise. The time for this merit rat- 
ing for each employee is deter- 
mined by the personnel policies. 
The evaluation of the employee 
would be the gauge by which a 
raise is given or denied. 

The allowances for merit rating 
and for temporary help are shown 
below the total pay amount in 
Table Il. The medical records de- 
partment is allowed $24.82 per 
week for merit increases. This 


«wlotals $1,290.64 annually. When a 


merit increase is granted, the 
amount is added to the normal 
salary in the correc} classification 
and subtracted from the merit 
rating allowance. The $24.82 is 
just a weekly average of the an- 
nual amount which cannot be over- 


_ spent. For example, the first merit 


raise, $3 per week to the record 
clerk, is given in the department 
on April 1. Her pay figure is 
changed from $57.64 per week to 
$60.64. The $3 per week increase 
amounts to $107 for the rest of 
the year. This is subtracted from 
the $1,290.64 budgeted for merit 
rating in the medical record de- 
partment, leaving $1,183.64 for in- 


Table IV 
poyroll summery 
JULY 4-10 | WULY 11-17 TOTAL 2 WEEK 

EMPLOYEE HOURS WORKED | HOURS WORKED 

TOTAL | SALARY TOTAL | SALARY | HOURS | SALARY 

Mi YTiw | #ouRs mi Tiwirieisi| 
J. Smith |$eeee | sisisisisixix| $40.00 | 90 $120.00 
Grown soso i $0.00 80 100.00 
|| 4 ww 1700 | 36.00 

| 
TOTAL 


| 
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creases. Thereafter, the weekly 
merit rating figure is based on the 
amount left that has not been al- 
lotted. The allowance for tempo- 
rary help is handled in the same 
manner. 

In the man-hour program, the 
department is informed of the 
amount of its hours and their cost 
for the coming fiscal year, With 
this information, the department 
head is extended a considerable 
degree of flexibility, For example, 
the personnel organization and 
financial structure in the house- 
keeping department of New Bri- 
tain General Hospital are shown 
in Table III (p. 40). The executive 
housekeeper is allowed 2,079 hours 
per week to run his department. 
By staying within this figure, he 
may request the hiring of any 
number of persons to meet this 
man-hour schedule. However, 
there are several restrictions which 
he must observe. He is allowed 
a total of 870 hours for porters, 
with no more than 88 hours of 
this total for supervisory porters, 
owing to the limits of the finan- 
cial budget. This does not pre- 
clude, however, his prerogative of 
filling budgeted supervision porter 


hours with an equal number of 
regular porter hours. In essence, 
then, a department head is allowed 
to hire “down” but not “up” in 
pay classification. 

The advantages of this system 
can be seen in the savings that 
result from this limiting factor, 
around which the department head 
must operate. Thus, department 
heads assume their rightful re- 
sponsibility in operating their 
departments efficiently and eco- 
nomically. By being made a partic- 
ipating member in the budget 
program, the department head as- 
sumes a greater concern for its 
ultimate success. Between depart- 
ments, a note of competition is 
likely to evolve, with department 
heads striving to outdo one an- 
other not only in staying within 
the budget but in seeking means 
of saving through better efficiency 
in their use of man-hours. This is 
a healthy practice, lending greater 
support to this budgeting pro- 
cedure. In the event that the de- 
partment head feels that an in- 
crease in budget hours is needed, 
re and the administrator meet to 
determine whether such an in- 
crease is justifiable. : 


The principles of this control 
procedure, as outlined, are adapt- 
able to most hospitals. There are, 
however, two recommendations 
that we feel would lend further 
merit to this program. First, con- 
sideration might be given to in- 
stallation of a time clock. With 
this impartial device, there is lit- 
tle or no margin of error as re- 
gards the total working hours of 
each employee. There would be 
no further need for each depart- 
ment head or supervisor to main- 
tain records of attendance or hour- 
ly working schedules. 

Secondly, it is suggested that 
the accounting department organ- 
ize its payroll summary as shown 
in Table IV. By so doing, the ad-- 
ministration will have the figures 
necessary to prepare the compo- 
site man-hour structure table of 
the type shown in Table II. To 
inform department heads how they 
are doing in keeping within the 
hours and the money budgeted for 
their departments, forms similar to 
the payroll summary could be pre- 
pared. All the necessary data for 
each department could be entered 
on this form from the payroll sum- 
mary, 
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N MARCH 22, 1855, the secretary of the | 


Royal Society of London received a 
communication from Manuel Garcia, a 
singing teacher, entitled “Observations 
on the Human Voice.” The writer had 
observed the functioning of the larynx 
during the act of singing and was record- 
ing the very simple “method which I 


From an article in the Sept. 15, 1955, New a 
land Journal of Medicine, by T. H. Ingalls, M.D., 
associate rofessor of epidemiology, Harvard 
School of Public Health, and 
executive secretar ment 
Harvard School bublle Health. 


have adopted .. . It consists in placing a 
little mirror, fixed on a long handle suit- 
ably bent, in the throat of the person 
experimented on against the soft palate 
and uvula. The party ought to turn him- 
self towards the sun so that the luminous © 
rays falling on the little mirror may be 
reflected on the larynx.” Thus, the mod- 
ern laryngoscope had its genesis in the 
curiosity of a musician who merely 
wished to watch the workings of the 
instrument to which he was dedicated. ® 
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igi BLUE CROSS idea is now 25 
years old. Today forty-eight 
and a half million people are mem- 
bers of this hospital-sponsored, 
nonprofit plan for prepaying the 
cost of hospital care. Today its re- 
lationship is that of the “child” 
who has grown up to become a 
“full partner” with its parent. 

The number of persons enrolled 
would indicate that Blue Cross has 
been an overwhelming success. But 
success may not be measured by 
numbers alone, for with such a 
yardstick, the limited indemnity 
programs of the commercial insur- 
ance companies might be consid- 
ered even more successful. Blue 
Cross success, in whatever degree 
it has been achieved, must be 
measured in terms of adequacy of 
coverage and extent of enrollment. 

Blue Cross was set up to meet 
social as well as economic needs, 
and its success or failure must be 
judged by how well it meets these 
needs. 

Twenty years ago, Blue Cross 
developed three objectives. 

® To provide an _ installment, 
payment-in-advance method for 
financing hospitals. 

® To make necessary hospital 
care available to the largest pos- 
sible number of people at the low- 
est possible cost through prepay- 
ment. 

® To help the community carry 
the social and economic burden 
which hospitalized illness creates. 


To reach these objectives, five 
concepts evolved. These concepts, 
listed below, developed into the 
basic principles of Blue Cross Plan 
operation. 

1. The prepayment plen must meet 
the cost of essential hospital care for 
the member and make payment directly 
to the hospital for the services rendered. 
This concept of service benefit— 
of paying the hospital for care 
given the member regardless of 


James E. Stuart is executive director of 
Hospital Care C ration (Blue Cross) 
Cincinnati, Ohio, This article is adapted 
from his reas at the American H tal 
Association convention in Atlantic City, 
N. J., September 1955. 
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Blue Cross meeting the demands? 


by JAMES £. STUART 


cost—-was, and still is, the corner- 


stone of the Blue Cross structure. 


This concept violated basic tradi- 
tional insurance principles and 
was in direct contrast to the com- 
mercial insurance concept of pay- 
ing limited cash indemnity to the 
policyholder against his losses. 

2. The entire community must be given 
the opportunity to enroll. Blue Cross 
rejected the established insurance 
principle of limiting coverage to 
persons with stable employment 
in selected groups where low hos- 
pital usage and profitable under- 
writing could be expected. Equal 
benefits for all members of the 
family—not half benefits for the 
wife and children—was an early 
feature of the Blue Cross operation. 
Full coverage for dependents had 
not been considered by the com- 
mercial insurance industry and to 
it, the idea of underwriting a com- 
munity risk was fantastic. 

3. Subscriber retes for each enrolled 
group shovid be based upon over-all 


community e -¥rom the view- 
point of the hospital] and the com- 
munity, the sick are ple in need 


of hospital and medical care—not 
insurance risks. This care must be 
given in accordance with need, not 
in accordance with ability to pay 
or group experience ratings. The 
commercial insurance practice of 
group experience rating charges 
premium rates for each covered 
group according to the cost and 
frequency of illness within the 
group itself without regard to the 
responsibility that every organiza- 


tion and its employees must bear 
to the community. 

4. Persons must be permitted te con- 
tinve in the plen regerdiess of changes 
in employment, age or deteriorating 
heelth. This concept recognizes the 
community's needs and the finan- 
cial problem of the hospital and 
the patient. This idea of continuous 
coverage was entirely unsound 
from the commercial insurance 
viewpoint. 

5. The Pian, like the hospitals, must 
operate as a nonprofit service organi- 
sation. Sickness and injury repre- 
sent personal and often catastro- 
phic tragedies that people, who are 
motivated by religious and human- 
itarian impulses, have always tried 
to alleviate. There would seem to 
be little room for profit in dealing 
with such human tragedy. 

These principles became basic 
requirements for Plan-sponsorship 
by local hospitals and for Plan- 
approval by the American Hospi- 
tal Association. Blue Cross per- 
formance must be judged by its 
adherence to these concepts which 
aim to meet the social needs and 
economic demands of the subscrib- 
er and the hospital. The actuarial 
safeguards of limited dollar lia- 
bility, which often leaves a major 
part of the hospital bill unpaid; of 
coverage for selected groups, which 
tends to deny protection to the 
people who need it most; of termi- 
nation of coverage (employment 
or insurability changes), which 
tends to deny protection to people 
when they need it most, were not _ 
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sought by Blue Cross. The eco- 
nomic and social problems, created 
by illness, obviously could not be 
solved through the utilization of 
these standard insurance devices. 
A community prepayment program 
could not more afford to exclude 
people because they are “poor 
risks,” than a voluntary hospital 
could afford to exclude patients 
because they are “poor pay.” 

If these problems could have 
been solved through the use of 
commercial insurance, there would 
have been no need for hospitals 
to organize and guarantee Blue 
Cross as their own prepayment 
plan. 

In return for providing service 
benefits, assuming community 
risks, and continuing coverage re- 
gardiess of work, age or health 
conditions, Blue Cross had to be 
given a preferred position by the 
hospital. This preferred status is 
being questioned by commercial 
insurance companies, who spurned 
the opportunity to provide the 
needed programs of protection and 
who even now offer coverage that, 
at best, is temporary and partial. 

Adherence to these principles of 
service made possible the remark- 
able increased enrollment in Blue 
Cross. Membership growth, how- 
ever, has not been the same in all 
parts of the country, nor have 
these principles been uniformly 
observed in all the various Plan 
areas. In the last 20 years the 
growth of Blue Cross has been 
truly phenomenal in areas where 
these principles were most strictly 
adhered to and where service bene- 
fits have been provided on a com- 
prehensive basis. One-half to four- 
fifths of the population in 24 Plan 
areas in the States of Rhode Island, 
Delaware, New York, Ohio, Penn- 
sylvania, Michigan, and the District 
of Columbia is now covered by 
Blue Cross. 

In this period of great prosperity 
the problem of financing hospitals 
and meeting the community’s need 
for health care protection is even 
greater and far more complex. Ad- 
vances in medical science, with the 
accompanying basic changes in the 
practice of medicine, have greatly 
increased the use of hospitals, both 
as to the number of patients served 
and to the volume of ancillary 
services provided to each patient. 
Moreover, people are demanding 


and their physicians are requiring 
more and more health care in hos- 
pitals. Much of this care will and 
should be diagnostic and preven- 
tive in nature. 

Hospitals will require more and 
more money and prepayment plans 
must provide more and more of it. 
The demand for more comprehen- 
sive health protection and the in- 
dividual’s search for greater secur- 
ity against the cost of illness will 
be satisfied in one way or another. 


The problem, therefore, is still 
the same—to make it possible for 
people to pay for the cost of an 
ever-rising standard of health care 
and for hospitals to meet financial- 
ly the rapidly-increasing demand 
for their services. 

In an expanding economy health 
care is neither easily translated 
into terms of dollars of indemnity, 
nor is it purchasable in convenient 
actuarial segments, which are 
good only as long as current un- 
derwriting conditions remain. Any 
cash indemnity program, adequate 
enough to meet the average needs 
in one area, may be inflationary 
in another and grossly inadequate 
elsewhere. The cost of hospital 
care can never be the same every- 
where, nor can dollars be matched 
evenly anywhere against services 
needed, If the individual could be 
assured that he would have an 
average illness at an average cost 
with an average length of stay, he 
could buy adequate protection in 
the uniformly-packaged, frozen 
dollars of indemnity. 

Moreover, if the voluntary hos- 
pitals assumed no responsibility 
for service to people unable to 
pay, the hospitals’ financial needs 
might be met through traditional 
insurance programs. 

Insurance companies assume no 
responsibility for solving the finan- 
cial problems of hospitals, the 
community, or of individuals, ex- 
cept within the dollar limitations 
of the policy. The entire commun- 
ity is not given an opportunity to 
enroll. The best groups from a risk 
standpoint are selected and the 
premium rates are based upon the 
experience of the group covered. 

Insurance companies were and 
are in the business to make money 
and to provide the best indemnity 
benefits for the least cost to a 


limited clientele. There is nothing 
wrong with making money, but 
the nonprofit hospitals might well 
question whether or not money 
should be made through provision 
of their services to the public. 

The basic Blue Cross objectives 
-—-to provide comprehensive pro- 
tection against cost of hospitalized 
illness to as many people as pos- 
sible at the least possible cost, to 
provide a broad base for financ- 
ing the voluntary hospital system 
through prepayment and to help 
solve the community's social and 
economic problems-—~are more im- 
portant today than they were 20 
years ago. The stakes are higher; 
hospital costs have doubled and 
tripled and they still must go up. 
With each upward movement in 
cost the public’s need for protection 
increases and the problem of fi- . 
nancing hospitals grows. 

If the solution to the three-fold 
problem of meeting the needs of 
the individual, the hospital and the 
community can be found in the 
voluntary method, it will be based 
upon principles and concepts that 
Blue Cross has used and validated 
for a generation. The solution can- 
not be found in the traditional in- 
surance method. Hospitals must 
know and recognize this fact. The 
success of Blue Cross and the fi- 
nancial salvation of the voluntary 
hospitals are bound up together. 
Hospitals cannot maintain an im- 


* partial or neutral position in re- 


gard to Blue Cross and commercial 
insurance. 

To meet these needs, Blue Cross 
is confronted with the following 
obstacles, which may seem insur- 
mountable: 

@ Securing and maintaining pub- 
lic acceptance for justifiable sub- 
scriber rates for adequate service 
benefits. 

® Providing nationwide cover- 
age for national accounts. 

® Developing a satisfactory pro- 
gram of individual or nongroup en- 
rollment. 

@® Extending benefits to cover 
outpatient diagnostic services, con- 
valescent care and long-term ill- 
ness. 

® Keeping Blue Cross identified 
in the public mind as an important, 
integral part of the voluntary hos- 
pital system—a nonprofit service, 
designed to solve social as well as 
economic problems; separate, apart 
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and totally unrelated to traditional 
insurance programs. 

It is generally recognized that 
subscriber rates for a service con- 
tract can never be stable, unless 
progress ceases and medical and 
hospital care becomes static. The 
public doesn’t recognize this fact. 
Hospitals and Blue Cross, there- 
fore, have been put on the de- 
fensive because of necessary in- 
creases in the cost of hospital care 
and subscriber rates. 

There are four good reasons for 
this upward cost spiral: 

1. Increasing incidence of hos- 
pitalization, which has more than 
doubled in the past 20 years. 

2. Increasing availability and 
usage of the costly diagnostic serv- 
ices and ancillary facilities of the 
hospitals during inpatient stay. 

3. Increasing cost to the hospital 
for personnel and each item of 
service involved in a day of care. 

4. Recent tendency toward in- 
creased patient stay as building 
programs provide additional bed 
capacity. 

Hospitals have complete control 
of none of these factors. They do 
set the salaries and wages of em- 
ployees and determine the price 
to be charged for each service. 
Hospitals can, to some extent, in- 
fluence the other factors. It is the 
medical profession (with which the 
Blue Cross relationship has been 
quite informal and rarely close) 
and the pressures exerted by the 
subscriber that largely control the 
future of Blue Cross and all health 
prepayment plans. 

Blue Cross must develop a work- 
ing relationship with the hospitals 
and the medical profession that 
will prevent faulty use of its serv- 
ice contract. If it doesn’t, the point 
of diminishing return not only is 
foreseeable—it is unavoidable. If 
Blue Cross rates get beyond the 
financial reach of the ordinary 
working man of modest means who 
must pay his own way, then Blue 
Cross cannot hope to accomplish 
its purpose. 

In this period of plenty, it is too 
easy for all of us to forget the 
financial struggle of the 1930's and 
to ignore the problems of the fu- 
ture. In the face of competitive 
pressures, hospitals and Blue Cross 
Plans sometimes lose sight of basic 
objectives and sacrifice principles 
for short-range advantage. 
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No one has a greater long-range 
interest in the success of voluntary 
prepayment than the doctor. Yet 
largely through failure of Blue 
Cross and the hospitals to fully 
interpret service benefits to the 
medical profession, the open-end- 
ed service principle of Blue Cross 
has been misused. The extent of 
this faulty use is not uniform, but 
its existence is evident. In some 
areas it may account for as much 
as one-fifth of the rates charged 
subscribers. 

Blue Cross must secure not only 
the understanding and support of 
those who provide the services paid 
for by Blue Cross, but for the good 
of all concerned it must also secure 
voluntary self-imposed discipline 
to prevent unnecessary use. This is 
an essential prerequisite for secur- 
ing public acceptance of the need 
for higher Blue Cross rates. 

In a service plan, such controls 
cannot be written into the sub- 
scriber’s contract without chang- 
ing it to an indemnity policy; nor 
can these controls be written into 
the contract between the Plan and 
the hospital, since the hospital fixes 
only one of the several factors 
which make up the cost of care. 
The necessary voluntary controls 
must come through a full under- 
standing of prepayment by those 
who prescribe and provide the 
service, by the individual and by 
the community. Blue Cross can and 
must provide this understanding. 


NATIONAL ENROLIMENT 


The second great challenge to 
Blue Cross is enrollment. Blue 
Cross’s shortcomings here are re- 
lated to national enrollment and 
individual, nongroup enrollment. 

The employees of national or- 
ganizations have always presented 
an enrollment problem because 
each Blue Cross Plan was organ- 
ized as a local community service. 
The 86 independent Plans are au- 
tonomous corporations somewhat 
loosely codérdinated through the 
Blue Cross Commission of the 
American Hospital Association. 


The pattern of enrollment has not . 


been uniform, and the services pro- 
vided by the subscriber contract 
have varied. The rate structure 
could not be uniform. Each plan 
was developed to meet local needs 
as seen by the hospitals and by 
those who directed the local Plan. 


To help solve the problem of 
varying benefits and rates, Health 
Service, Inc., was organized. 
Through this nonprofit organiza- 
tion, the peaks and valleys in bene- 
fits and rates may be leveled and 
the local Blue Cross Plan may take 
off the local underwriting in full, 
in part, or not at all, as it chooses. 
A syndicate type of operation also 
has been developed. One Plan pro- 
vides the master contract to the 
employer, and other Plans contract 
with the control Plan to provide 
services for local employees, Con- 
solidated billings have been ar- 
ranged through an interplan agree- 
ment, for the national employers 
who prefer to have their branches 
assume the responsibility locally. 

Much progress has been made 
to provide national employers with 
as much uniformity as is consistent 
with the varying needs and costs 
in different parts of the country. 
However, much remains to be done. 

In many areas, Blue Cross has 
been slow to provide an adequate 
opportunity for enrollment for the 
individual who lacked a satisfac- 
tory group affiliation. 

In this area of individual under- 
writing, companies of the “fly-by- 
night” variety, which operate in 
the twilight zone of legality and 
offer their policies by radio, mail, 
or through house-to-house sales- 
men, have made fortunes in the 
last 15 years. These companies 
have spent enormous sums of 
money, even more than half the 
premium dollar, for sales and ad- 
vertising promotion. Most of these 
millions of dollars, siphoned off 
from the total health budget of 
the nation, would have been avail- 
able to pay for health care had 
the coverage been provided by any 
reputable prepayment plan or in- 
surance company. 

But under such limited, but ex- 
pensive contracts, the individual 
who thinks he has protection, the 
hospital and doctor who must be 
paid, and the community which, 
in the end, may be forced to as- 
sume the obligation—all suffer. 

Belatedly, Blue Cross is now 
actively working out programs to 
provide protection to this large 
segment of the population, but 
again much remains to be done. 

Blue Cross also has the problem 
of meeting demands for diagnostic 
care, convalescent care and long- 
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term chronic illness in the service 
contract. 

Failure to provide diagnostic 
service On an outpatient basis and 
to cover convalescent care in spe- 
cialized institutions has tended to 
deny the public necessary protec- 
tion against the cost of illness. It 
has also made it necessary for Blue 
Cross to pay for uncounted days 
of unnecessary inpatient care in 
general hospitals which might have 
been better provided elsewhere at 
much less cost; It is here that Blue 
Cross in particular must keep up 
with the rapid progress and the 
changing pattern of medical prac- 
tice. It would seem that Blue Cross 
has no choice, but to extend its 
prepayment benefits to cover these 
essential services, with satisfactory 
controls to provide financial sta- 
bility. 

The growing problem of hospi- 
tal care for the aged, which nec- 

essarily costs three to four times 
more than coverage for lower age 
groupings, is most difficult to solve. 
This care must be provided; the 
hospital must be paid; but the 
aged cannot pay a high enough 
rate to cover their illness. We 
must charge part of this cost to 
the whole community or we must 
fund future liability for the care 
of such members. The former is 
being done; the latter is being con- 
sidered, The only other choice is 
to terminate coverage at a fixed 
age, which has generally been done 
by the insurance companies, and 
to leave the cost of hospital care 
of the aged to the local community 


or to the government. This Blue 


Cross cannot do. 

To meet all these demands, Blue 
Cross took a forward step in the 
1955 Annual Conference of Blue 
Cross and Blue Shield Plans when 
it recommended adoption by Blue 
Cross and Blue Shield of a joint 
program of extended health care 
providing for long-term illness, 
convalescent care, diagnostic serv- 
ice, home nursing, prescribed med- 
ications, etc. This proposed pro- 
gram with proper controls will 
meet the demand for “catastrophic 
coverage” by simply extending 
present service benefits along 
sound lines. Not only will the rates 
for such an extension of service 
benefits be low, but the inflation- 
ary effect of present “major medi- 
cal” programs on the cost of medi- 
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cal care will be largely avoided. 

The forces of competition and 
the pressures to substitute expedi- 
ency for principle in order to get 
or keep an account, tend to force 
Blue Cross to identify itself more 
and. more as an insurance company 
operation rather than as a service 
plan to meet community needs. The 
public image thus created is that 
of a local insurance company, en- 
titled to no more consideration by 
the public or by the providers of 
hospital service than any commer- 
cial carrier. 

In the battle for public favor, 
Blue Cross has been tempted to 
retreat from the unassailable high 
plateau of community service and 
fight a competitive engagement on 
grounds which have been deeply 
entrenched and firmly held by the 
insurance industry for generations. 
On such a terrain, with limited 
resources, Blue Cross becomes a 
weak competitor and cannot hope 
to win. In such a hopeless struggle, 
Blue Cross not only abandons its 
worthy objectives and deserts prin- 
ciples, but it also gives up its birth 
right to community support for 
something less than a mess of 
pottage. 

In the creation of this pitfall, 
the major blame may rest with 
Blue Cross but the participating 
hospitals must assume a large share 
of the responsibility. In areas 
where this shift in method and 
philosophy is most apparent, the 
close family relationship between 
the hospitals and the local Blue 
Cross Plan was first destroyed. 
Blue Cross was rejected as the 
agency through which the hospi- 
tals’ services were offered to the 
public. This occurred when Blue 
Cross was placed in the same cate- 
gory as any commercial insurer 
at the admitting desk. Although 
sponsoring and guaranteeing the 
Blue Cross Plan, the hospitals thus 
gave its commercial competitors a 
distinct advantage over Blue Cross 
without requiring anything in re- 
turn. 

Having no community responsi- 
bility, the insurance companies can 
pinch-off, through group experi- 
ence rating, the best risk groups 
in the community—the groups 
which are contributing to Blue 
Cross reserves—the groups which 
are carrying their responsibility 
for financing the hospitals of the 


community through Blue Cross 
membership for their employees. 
Such short-sighted action by hos- 
pitals will continually force Blue 
Cross rates upward to cover the 
high risk groups, the small groups 
and the individuals in which the 
better insurance companies are 
little interested. If this trend 
should become a national pattern, 
the risk covered by Blue Cross 
would progressively deteriorate; 
the rates charged the remaining 
subscribers would become higher 
and higher to the point of dimin- 
ishing return, and the voluntary 
hospital system and voluntary pre- 
payment will cease to exist. 


If Blue Cross can still choose a 
road which avoids this hazard— 
and it can; if Blue Cross, working 
closely with the hospitals and the 
medical profession, can keep sub- 
scriber rates at an acceptable level 
~—which can be done; and if Blue 
Cross follows its proven principles 
of operation and adequately in- 
terprets them to the public; Blue 
Cross will continue to grow. Blue 
Cross’s services to the community 
will continually expand until the 
needs of the people, the community 
and the voluntary hospital are met. 

Great as the hospitals’ need for 
Blue Cross may have been in the 
past, it will be greater in the fu- 
ture. Costs will necessarily con- 
tinue to increase in this period of 
rapid change in medical science, 
of higher standards of care and of 
continued increase in the amount of 
hospital care required. The whole 
financial structure of the hospital 
system must be built upon pre- 
payment. If the prepayment plan 
is to be voluntary, whether it is 
nonprofit or otherwise, all the 
self-supporting people of the com- 
munity must be offered adequate 
coverage for life. These principles 
must be actively supported by the 
hospitals. If voluntary prepayment 
does not provide adequate and con- 
tinuous protection, it will be dis- 
carded in favor of an involuntary 
tax-supported program. 

Whether or not we go forward 
and make Blue Cross the instru- 
ment through which these social 
and economic problems are solved 
depends largely upon the actions 
of those who provide health serv- 
ices—hospitals and doctors. s 
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Recovery rooms mean better care for mothers 


AN obstetrical recov- 
ery room is definitely needed 
in large hospitals averaging ten 
or more deliveries each day, every 
hospital should consider some kind 
of recovery room service. 

The same planning considera- 
tions, management principles and 
advantages that pertain to the 
surgical recovery room apply to 
the obstetrical recovery room. The 
area, construction, general ar- 
rangement and management of 
the rooms are also essentially the 
same.! | 


PHYSICAL FACILITIES 


The obstetrical recovery room is 
best located adjacent to the de- 
livery suite. However, in the very 
small hospital where the delivery 
suite is not located near the pa- 
tient area and there is a shortage 
of nursing personnel, it is advisable 
to locate the recovery room in the 
nursing unit, preferably next to 
the nurses station. There should be 
a glass window for observation be- 
tween the nurses’ station and the 
recovery room. 

A small cart with special sup- 
plies and equipment for post- 
partum emergencies should be kept 
in the recovery room. If a special 
recovery room is not provided, the 
cart with emergency supplies and 
equipment can be taken to the 


Margaret K. Schafer is chief nurse in the 
national office of the Federal Civil Defense 
Administration, Battle Creek, Mich. When 
this article was written, Miss Schafer was 
serving as nurse consultant for the Divi- 
sion of Hospital Facilities. U. 8. Public 
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1. Setting up the room 


by MARGARET K. SCHAFER 


patient’s room and kept there for 
the immediate postpartum period. 

The number of recovery beds is 
dependent upon the number of de- 
liveries per day, and the average 
length of time each patient re- 
mains in the recovery room, The 
usual recovery room stay for pa- 
tients following a normal delivery 
is 6-8 hours. Following a Caesarian 
operation it is 10-12 hours. These 
figures indicate a need for at least 
one recovery bed for each two 
daily deliveries. The table below 
indicates the recommended num- 
ber of obstetrical recovery beds. 
Where only one recovery bed is 
indicated the room should be large 
enough to accommodate two beds. 
A waiting room should be provided 
for the husband. 


The basic equipment and sup- 
plies required for the obstetrical 
recovery room are also essentially 
the same as for the surgical recov- 
ery room. Special items required 
depend on local medical and nurs- 
ing practices. Special equipment 
and supplies needed are items for 
control of hemorrhage, perineal 
and breast care, and special post- 
partum records. Provision should 
be made for nourishment and 
fluids. 


MANAGEMENT 
The patient is usually sent to 


the recovery room as soon as it 
is safe to move her following de- 
livery. Some hospitals keep the 
mother in the delivery room for 
at least one hour following de- 
livery. The length of stay in the 
recovery room depends upon the 
patient’s condition, and her need 
for care and observation. 


A graduate professional nurse 
should be held responsible for pa- 
tients in the recovery room. Usual- 
ly two or three nursing personnel 
are required for every six to eight 
patients. In a recovery room re- 
quiring more than one nurse, at 
least one of the nurses should be 
a graduate professional nurse; 
when necessary some of the other 
nursing personnel may be specially 
trained practical nurses or nursing 
aides. The proportion of profes- 
sional to non-professional nursing 
personnel depends on the training 
and experience of the personnel. 
All nursing personnel should be 
interested in obstetric patients. 
They should know and understand 
the special care obstetric patients 
require. 

The nursing care of patients in 
the recovery room is governed by 
the individual hospital's medical 
and nursing practices. Here is an 
example of acceptable nursing 
care. The patient is examined on 
admission for signs of bleeding and 


NUMBER OF Recovery Beps 


Hospital Beds 25 
Obstetrical Beds 7-8 
Average Deliveries 
Obstetrical Recovery Beds 1 


3-4 wk. 


100 200 
21 35 

l per day 2 per day 4 per day 
1-2 2-3 
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checked every 30 minutes or often- 
er for visual signs of bleeding, a 
soft fundus, and other symptoms 
of hemorrhage or shock, Frequent 
examination for signs of hemor- 
rhage is important. Observation 
alone is not sufficient. The patient 
is never left alone during the first 
postpartum hour. In some hospi- 
tals, the mothers receive a cup of 
hot tea, coffee, or broth as soon 
after delivery as their condition 
warrants fluids. Before the mother 
is removed from the recovery room 
she is bathed, given perineal care, 
and when necessary, catheterized. 


visitors 


Since rest is important during 
the immediate postpartum period, 
some control of visitors is neces- 
sary. Some hospitals permit one 
visitor for a short period of time 
after the patient has awakened 
from the anesthesia if her condi- 
tion is satisfactory. When the 
mother must remain in the recov- 
ery room more than four or five 
hours it is desirable to have the 
husband visit her and see the baby. 


BABIES RECOVERY ROOM 


To provide the special care re- 
quired for newborn infants im- 
mediately following birth, some 


A’ General Rose Memoria! Hos- 
pital we tried several plans 
to provide maximum protection 
for mothers immediately follow- 
ing delivery. First, the patient was 
kept in the delivery suite for one 
hour for observation by delivery 
room personnel, This proved un- 
satisfactory because the activity in 
the delivery room made it difficult 
for nurses to watch individual pa- 
tients constantly. 

We then tried returning patients 


Augusta Simmons is obstetrical super- 
visor of the 250-bed General Rose Me- 
morial Hospital in Denver. 
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hospitals use a special nursery or 
reserve a section in the general 
newborn nursery. This recovery 
area of the nursery should be near 
the nursery-nurses’ station. A glass 
observation window between the 
recovery unit and the nurses’ sta- 
tion is also recommended. This re- 
covery area is for the full-term 
infant. Premature infants should 
be taken to a premature nursery. 
The recovery area should have 
emergency equipment available in- 
cluding oxygen, suction, respira- 
tor, heated cribs or incubator, and 
sterile supplies and medications. 
The care of the infant is gov- 
erned by the physician’s orders and 
the hospital’s nursing routines. An 
example of the care given in one 
hospital follows.* The nurse 
assigned to the recovery area ad- 
mits the new baby, weighs and 
cleanses him. He is then placed 
in warm blankets in a bassinet. 
Mucous is suctioned from his throat 
if necessary. Oxygen and medica- 
tions are administered according 
to the physician’s orders. The baby 
is taken to his mother and fed 
according to the physician’s orders. 
The infant is checked frequently 


for any signs of change in condi- 


Maretta, R.N., and Oscadel, 
Julia , BRN. “The Obstetric Recovery 
Room.” Mine American Journal of Nursing. 
Vol. 40, No, 3, March 1949, 


tion and kept within view of a 
nurse at all times. 

Length of stay in the newborn 
recovery area depends on the in- 
fant’s condition arid his need for 
care and observation. The mini- 
mum period is usually the first 24 
hours after birth. 

Hospitals which are providing 
obstetrical recovery room service 
report that in spite of a shortage 
of personnel, the care of mothers 
and infants has been safeguarded, 
and the patients and their families 
are pleased with the service. The 
obstetricians feel that their pa- 
tients receive the necessary care 
and treatments promptly and ac- 
curately, and receive better care 
than was possible on a regular 
obstetrical nursing unit. Ld 
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2. Putting the room into operation 


by AUGUSTA SIMMONS, &.N. 


to their rooms following a delivery 
to be observed by nursing person- 
nel there. Here again we encoun- 
tered difficulties because the de- 
mand on personnel for immediate 
postpartum care reduced their 


-_ availability for routine nursing 


care, 

Realizing the need for a more 
effective arrangement, we set up 
a postpartum recovery room. Here 
is how we put our postpartum re- 
covery room into operation. 

A patient’s room was taken on 
the postpartum floor and made in- 
to a recovery room. It was set up 


to accommodate four patients and 
was equipped with adjustable 
anesthetic carts, complete with 
side rails and intravenous stand- 
ards. A hospital bed was also put 
into the room to accommodate pa- 
tients who remained longer than 


‘the usual time of one hour. 


An adult resuscitator, blood | 
pressure sets, cut-down tray, in- 
travenous and eclamptic trays and 
an emergency tray of uterine stim- 
ulants are available in the room. 
Intravenous solutions and plasma 
are also kept in the room. Oxygen 


_is piped into the room, and a face 
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You can start or stop fluid flow and adjust 
its rate as many times as necessary with the 
exclusive Cutter Safticlamp’...and one hand 
does all the work. 

The Safticlamp, built into every Cutter ex- 
pendable I.V. set at no extra cost, is practical, 
too. It can’t get lost or misplaced, can’t slip, 
break or damage tubing. And you can actu- 
ally bend the Safticlamp up to 130 times 
and still have positive flow control. 


Ask your Cutter Hospital Supplier 
for a demonstration. *+.«. 


exclusive ON 


All Cutter |. ¥. Saftisets’ 
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One 


in the postpartum recovery 
room at General Rose 
Memorial Hospital, Denver, 
the patient's blood pres- 
sure and pulse is recorded 
every 15 minutes. 


mask is available at all times. A 
pint of Rh negative type O and a 
pint of Rh positive type O blood 
are also attainable at all times for 
emergency use in the delivery and 
recovery suites. 


The recovery room is. staffed 
by a registered nurse on each 
tour of duty. It is supervised by 
the postpartum head nurse, Grad- 
uate practical nurses are oriented 
in recovery room techniques and 
are available when needed. Our 
student practical nurses are also 
given a period of orientation. When 
there are no patients in the re- 
covery room, the staff is given pa- 
tient assignments on the post- 
partum floor. 


NURSING CARE 


After delivery, all mothers are 
brought to the recovery room for 
at least an hour. The condition of 
the uterus is observed for indica- 
tions of postpartum hemorrhage. 
Most mothers are awake on arrival 
in this room. Those who are not 
awake are kept in the room until 
they are fully conscious. The fun- 
| dus is frequently massaged or con- 


tinuously held if the condition of 
the uterus warrants such treat- 
ment. Blood pressure and pulse are 
recorded every 15 minutes. When 
the uterus is firm and there is no 
excessive bleeding, and the blood 
pressure has been established, the 
patient is given perineal care and 
a complete bath before being 
transferred to her room on the 
postpartum floor. If an intravenous 
or blood transfusion is being given, 
it is completed before transfer. 
Mothers who have developed com- 
plications remain under observa- 
tion in the recovery room until the 
attending physician gives orders 
for their transfer. Patients who 
have had Caesarean sections are 
also brought to the recovery room. 


Visitors are not allowed in the 
recovery room. The husband is 
permitted to see his wife as she is 
being transferred from the deliv- 
ery room suite to the recovery 
room. This is easily accomplished 
as the waiting room for fathers 
is on the route to the recovery 
room. The immediate family is in- 
formed that it is routine procedure 
for the mother to be observed in 


the recovery room for an hour or 
longer. They are told they will be 
permitted to see the mother for 
a few minutes when she is re- 
turned to her assigned room. They 
may then return at regular visiting 
hours. 


When the patient is ready to 
leave the recovery room, the head 
nurse on the postpartum floor is 
notified of the transfer by the re- 
covery room nurse. The patient’s 
condition, amount of bleeding, sta- 
tion and quality of the uterus, 
blood pressure reading, and the 
medications administered are re- 
ported. At this time, the chart and 
further orders are given to the 
head nurse. Good rapport between 
the recovery room nurses and 
postpartum nurses provides con- 
tinuous safe nursing care. 

After more than a year’s experi- 
ence with our postpartum recovery 
room, we feel these facilities fill a 
definite need. With this room in 
operation, we know postpartum 
hemorrhages and other postpartum 
complications that might occur in 
our hospital are not due to neglect 
or poor observation. . 
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“The Value of Succinylcholine Chloride 


in EKlectroconvulsive Therapy 


and Laryngospasm’”’ 


demonatrating the 
effect of Quelicin 
during electro- ; by 
convulsive therapy ; George J. Thomas, M.D. 


Raymond L. Rau, M.D. 

Robert J. Hudson, M.D. 

of 

St. Francia General Hospital 

and Rehabilitation Inatitute of 

University of Pittaburgh School of Medicine 


with endoscopic scenes through the courleay 
of, and based on the original work presented by: 


E. J. Fogel, M.D. 
from a sequence of J. C, MeClowery, M.D. 


Veterans Administration Hospital 


control of Leech Farm Road, Pittsburgh 
laryngospasm buy and 


Queticin K. H. Hinderer, M.D. 
: University of Pittaburgh School of Medicine 


Shows electroconvulsive therapy with and without the use of 
amnesic and muscle relaxant agents. Use of Pentothal Sodium 
(thiopental sodium, Abbott) to accomplish light anesthesia 
and amnesia of the event, as well as the use of Quelicin 
Chloride (suecinylcholine chloride, Abbott) to reduce the 
severity of convulsive contracture of skeletal muscles. Elimi- 
nation of fractures as a serious complication 

of electroconvulsive therapy is discussed. (hbott 


in two versions: ; 

with ne, sad : This film ia available without charge. Please give choice of three dates... name 

silent, with aubtitles, | 

: and address of the person lo whom it should be sent. . . the group to whom it 
will be shown ...and your own name, title and address, Write to 
Services, AspoTt LasonaTonies, Cuicaco, 


ee 
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: a new medical motion picture 


fuschasing 


‘DEFINING THE BUYER-SELLER RELATIONSHIP — 2 


ae PURCHASING agent will in all 
probability have many sales- 
men call upon him hoping to sell 
merchandise. He will hear many 
lengthy discourses puffing the vir- 
tues of a particular product and 
reciting the very economical price 
of this product. No doubt he will 
be asked for an order on the very 
convincing offer ‘“‘we will sell you 
100 units at X dollars each.” He 
accepts the most generous offer by 
issuing a purchase order. Is there 
a contract? 

The offer has been explicitly 
stated by the salesman but we find 
that as a general rule, a salesman 
or drummer does not have the au- 
thority to contract for the firm he 
represents, The offer extended was 
merely an invitation to do business 
with his firm. The purchase order 
was not an acceptance because 
there was no offer to accept. In- 
stead it becomes an offer to buy 
the salesman’s goods and that offer 
is subject to acceptance by the firm 
he represents. 


WHAT 18 AN “OFFER TO SELL?"’ 


Vendors will flood the mail with 
advertising brochures, booklets, 
pamphlets and catalogues. These 
advertising pieces describe the 
products clearly. Quite often prices 
are quoted and many times con- 
venient order forms are included. 
Courts rather widely agree that 
such advertising literature and 
catalogues are not offers to sell but 
“invitations to treat.” Any pur- 
chase orders sent in response to 
such invitations again assume the 
character of offers to buy subject 
to their acceptance. However, it is 
not inconceivable that some ad- 
vertisements may be so worded, or 
the facts so placed that they can 

James J. Ritterskamo Jr., is purchasing 

ent for Washington University, St. Louis, 


o. A lawyer as well as a purchasing 
Mr. also teaches at the 


by JAMES J. RITTERSKAMP JR. 


This is the second part of a 
two-part article. It applies the 
basic contract essentials to prac- 
tical purchasing situations and 
discusses the negotiation and 
formation of contracts between 
buyers and sellers. Part I ap- 
peared in this department in the 
January 1, 1956 issue. 


be considered bona fide offers. One 
common example of this are the 
reward offers which suggest a 
monetary reward for the appre- 
hension of criminals. Courts have 
held these to be bona fide offers 
because the intention of the per- 
son making the offer is clearly 
expressed. 

Purchasing agents take the ini- 
tiative quite often in their en- 
deavors to procure needed items. 
What are the legal implications 
in this routine? 


ORAL CONTRACTS 


A telephone inquiry may be 
made of a supplier asking if he 
has a desired item and at what 
price he will sell it. Such an in- 
quiry is not an offer to buy. If he 
answers “Yes, we have it, the 
price is X dollars” it is not an offer 
to sell. Both the inquiry and the 
answer are preliminary negotia- 
tions. The fact that the negotia- 
tions were oral rather than in 
writing does not influence this 
conclusion. 

Oral contracts that meet the 
statutory requirements are valid. 
True, they are more difficult ‘to 
enforce in a court of law because 
written evidence of the contract 
is not available for interpretation. 
Furthermore, if the oral contract 
is made via telephone, another 
legal question is often introduced, 
that of proving the identity of the 
party at the other end of the tele- 
phone wire. However, in our last 


example, if both buyer and seller 


agreed on a contract in legal terms — 


with the intention of consummat- 
ing the contract, and if there are 
no statutory conflicts, a legal trans- 
action is the result. 

Statutory requirements’ very 
often influence the enforceability 
of oral contracts. Probably all 
purchasing agents at one time or 
another have had an encounter 
with the “Statute of Frauds.” This 
is a legacy from the common law 
of England that has found its way 
into the laws of practically every 
state. In simple terms it requires 
certain contracts to be in writing 
to be enforceable in court. Con- 
tracts calling for purchase and sale 
of real estate, and for the purchase 
and sale of personal property above 
a certain dollar minimum are most 
often included. The dollar limita- 
tion on personal property most 
often is encountered by purchasing 
agents. It is impossible to give the 
dollar minimum involved here be- 
cause it varies by state. The Uni- 
form Sales Act specifies a mini- 
mum of $500. All sales over that 
sum must be in writing to be en- 
forceable. In Missouri the mini- 
mum is $30. 


The experience of a purchasing 
friend of mine in St. Louis illus- 
trates the effect of this statute. He 
requested a price quotation from 
a manufacturer’s agent for a quan- 
tity of special valves. This agent 
was clothed with the authority to 
contract and offered the valves at 
a figure approximating $35 each. 
My friend accepted the offer with 
a purchase order but the agent 
returned it with a letter explain- 
ing he had quoted in error—the 
price should have been $45. My 
friend's company had quoted their 
customer a firm price on these 
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Corridor of Klingenstein Pavilion, Mount Sinai Hospital, New York City, showing ceiling of 
Acousti-Celotex incombustible Perforated Mineral Tile suspended on an Acousti-Line* System. 
Architect: Kahn and Jacobs, New York City. General Contractor: Thompson- Starrett Company, 
inc. Acousti-Celotex Contractor: Jacobson & Company, inc., New York City. 


"nae. PAT. OFF. 


Hospital patients need a quiet atmosphere to speed 
recuperation. In many of the nation’s hospitals, this is 
achieved through ceiling installations of sound- 
absorbing Acousti-Celorex Tile. Thus, disturbing noises 
are checked in corridors, lobbies, kitchens, utility 
rooms .. . prevented from filtering into wards, nurs- 
eries, operating and delivery rooms. The resulting guset 


repeatedly and painted repeatedly without loss of sound- 
absorbing properties. 


comfort aids patients’ recovery, personnel efhciency. 


Economical and Effective—Acousti-Celotex Tile 
provides the low-cost and efficient answer to the noise 
problem. In the installation illustrated, the Acoust- 
Line suspension system permits easy access to the 
above-ceiling area for maintenance of wiring, plumbing 
and heating pipes, other utilities. The tile has high 
sound-absorption value, is quickly installed, needs no 
special maintenance. Its attractive surface can be washed 


6. Pat, OFF. 


PRODUCTS FOR EVERY SOUND CONDITIONING PROBLEM The Celotex Corporation, 120 5. 
LaSalle St., Chicago 3, illinois in Conede: Dominion Sound Equipments, \id., Montreal, Quebec. 
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An Acousti-Celotex Exclusive— Most important of 
all, you do not pay one dime for the most important 
part of Acousti-Celotex Sound Conditioning . . . 3 
years of sound engineering experience—in acoustical 
installations of all types, under all conditions. 

Mail Coupon Now for a Sound Conditioning Survey 
Chart that will bring you a free analysis of the noise 
problem in your hospital, plus a free factual bookler, 
“The Quiet Hospital."’ No obligation. 


The Celotex Corporation, Dept. 
120 LaSalle Chicege 3, 


Without cis? of obligation, please send me the Acousti- 
i 


bookler, “The Quiet Hospira 
Name Title 


Mail This Coupon ~ ~--~-~~- 


Celotex Sound rey mente Survey Chart and your 


COUSH | 
MOS 
9s 
+ 
# 
The ay to Convalescence 
“jay 
4 
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valves and had to supply them at 
the quoted figure. They could not 
make the agent adhere to his quo- 
tation however, because it was 
verbal and the Statute of Frauds 
in effect in Missouri required it to 
be in writing to be enforceable. 
The firm lost several hundreds of 
dollars on the transaction. 

You will note the wording used 
is “enforceable.” Had the firm de- 
livered the valves it would have 
been a valid contract, But to en- 
force performance of the contract 
would have been a failure because 
it was not in writing. 

Purchasing agents quite often 
send out requests for quotations 
for their requirements. Such re- 
quests should be worded clearly 
to indicate it is merely an invita- 
tion to deal. The purchasing agent 
is under no obligation to buy be- 
cause of such a request, nor is he 
under obligation to accept the low- 
est bidder if he does buy unless 
he is a state purchasing agent oper- 
ating under state purchasing laws 
that have such a requirement. 

A case in Massachusetts in 1940 
stated the law as follows: “A mere 
indication of a willingness to re- 
ceive proposals is not an offer 
which can ripen into a contract 
upon the submission of a proposal. 
There is no obligation to accept 
any proposal at all. Any or all 
may be rejected for any reason or 
without any reason.” 

The quotation received from the 
vendor in answer to a specific re- 
quest for a quotation is generally 
considered an offer to sell subject 
to the usual requirements of a 
valid offer and to the rights of an 
offeror. The terms and conditions 
of the vendor are specified and if 
the quotation is accepted, it is 
acted upon by the purchasing agent 
on the terms laid down by the 
vendor. 

A valid acceptance must be on 
the same terms as the offer. A vari- 
ation in the intended acceptance 
is no acceptance at all. It is a coun- 
ter offer and rejects the original 
offer or proposal made. 


What role does the purchase or- 
der play in negotiations? If a pur- 
chase order is sent to buy an item 
listed in a catalog or other adver- 
tising media, to buy an item based 
upon the solicitation of a salesman, 
or to buy an item as developed 


from a telephone inquiry, the pur- 
chase order falls into the classifi- 
cation of an offer to buy. This is 
also true if the order is being sent 
in response to a written quotation 
but not on the same terms and 
conditions as the quotation. This 
means that before a valid contract 
has been negotiated in each of 
these instances, there must be ac- 
ceptance by the vendor of your 
offer to buy. 

How can this acceptance be man- 
ifested by the vendor? Quite ob- 
viously, delivery of the material 
listed on your purchase order is 
one method of acceptance not un- 
commonly used by vendors. It is 
the most complete and most certain 
method that can be found. 


Many firms upon receipt of a 
purchase order will mail an “‘ac- 
knowledgment” either on a post 
card, a letter, or on a specially pre- 
pared form. Too few of us examine 
these closely enough to ascertain 
whether our purchase order has 
actually been accepted. The word 
“acknowledgment” is not synony- 
mous with acceptance. Funk and 
Wagnalls dictionary in defining 
acknowledge uses the expression 
“To report the receipt or arrival 
of; as to acknowledge a letter.” Too 
many business firms write their 
acknowledgments in this fashion. 
Purchasing agents are delighted to 
know a purchase order has been 
received but what they really want 


to know is, has the offer to buy . 


been accepted? The courts want to 
see the intention of the acceptance 
expressed clearly by the person to 
whom the offer has been addressed. 

Some purchasing agents solve 
this problem and the problem of 
varying terms and conditions be- 
tween buyer and seller by sending 
an acceptance copy of their pur- 
chase order along with the original. 
This acceptance copy of the pur- 
chase order must be signed by the 
vendor and returned to the buyer. 
Then acceptance is established be- 
yond a reasonable doubt, and the 
acceptance, being a carbon copy, is 
in the exact terms of the offer to 
buy. 

What should be done if a vendor 
neither acknowledges and accepts 
a purchase order, nor makes de- 
livery of the material ordered? 
First, let us understand silence is 


generally not construed as accept- 
ance. 

The answer is rather simple if 
it is kept in mind what can happen 
to an offer. It may be accepted. It 
may be rejected. It may lapse. It 
may be revoked. Until the offer to 
buy has been accepted, a purchas- 
ing agent is at liberty to revoke it. 
Notice mailed to the vendor revok- 
ing the offer will withdraw it. 

If a purchase order is being used 
to accept an offer of a vendor, be 
certain the acceptance is framed 
in the same terms as the offer so 
that it acts as an acceptance and 
not as a counter offer. Also, be par- 
ticularly certain the conditions 
printed on the purchase order do 
not conflict with any conditions 
or terms mentioned by the vendor 
in his offer to you. 

What should we show on our 
purchase order? It is my opinion 
it should contain at least the fol- 
lowing information: 

1. The vendor and his address. 

2. The institution and signature 
of the buyer, with a clear indica- 
tion of the buyer’s capacity as pur- 
chasing agent. 

3. A complete description of the 
material ordered and the quantity 
desired. 

4. All necessary data concerning 
the price, which includes not only 
the invoice price but also freight, 
delivery and handling charges, ar- 
rangements and terms of payment. 

5. Complete delivery instructions 
and any special instructions that 
may vary from normal commercial 
practice, such as the number of 
copies of invoice to be supplied. 

The various legal implications in 
each of these requisites is a subject 
in itself. Should the purchasing 
agent desire to make the purchase 
order completely free from legal 
attack, he will find it necessary to 
have page after page of clauses, 
terms and conditions. Even then it 
might not be perfect in covering 
every possible contingency. The 
main protection from legal pitfalls 
comes from the practice of sound 
purchasing policies, good knowl- 
edge and experience. Careful selec- 
tion of vendors, establishment of 
sound vendor relationships and the 
ethical practice of the profession 
of purchasing are of greater assist- 
ance in avoiding legal complica- 
tions than all the terms and condi- 
tions a legal mind can conjure up 
for your purchase. order. Ll 
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JOHNSON Individual Room CONTROL 
insures Correct Temperatures, Cuts Fuel Costs 


_ This modern addition to St. Luke’s Hospital in Denver is an 
excellent example of the way skilled planners can increase 
facilities for comfort and convenience and, at the same time, 
minimize operating costs. The building adds 180 beds to the 
total hospital capacity and also houses the pharmacy, all 
administrative offices and the public lounge. 


Among St. Luke's most important features is a complete 
system of Johnson Individual Room Temperature Control. 
In each patient room a Johnson Thermostat automatically 
maintains the particular temperature prescribed to speed the 
individual patient's recovery. Other thermostats in the ad- 
ministrative offices, pharmacy and public areas provide 
precision control of temperatures to suit the comfort re- 
quirements of the occupants. 


Equally important, with Johnson Control in command of 
the heating and ventilating systems, these ideal temperatures 
are maintained without fuel waste, thus insuring the lowest 
possible operating cost. 


In planning new hospitals and modernizing present build- 
ings, hospital administrators everywhere look to Johnson 
Individual Room Temperature Control for the ultimate in 
comfort, convenience and economy. Each Johnson System, 
like the one in St. Luke's, is planned, made and installed to 
meet the exact needs of the individual building. 


Whether your problem involves the control of temperatures 
and humidities in a single operating room or an entire 
hospital, a nearby Johnson engineer will gladly give you the 
benefit of Johnson's 70 years’ experience in solving the 
specialized control problems of hospitals. There is no obli- 
gation. JOHNSON SERVICE COMPANY. Milwaukee 2, 
Wisconsin. Direct Branch Offices in Principal Cities. 
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Addition to Saint Luke's Hospital, Denver Linder & Associates, 
architects; |. A. Michael, mechanical engineer, Midwest Plumbing & 
Heating Co., heating contractor, all of Denver. 


JOHNSON CONTROL 


TEMPERATURE AiR CONDITIONING 


PLANNING * MANUFACTURING * INSTALLING + SINCE 1665 


JOHNGON SERVICE COMPANY 


507-W East Michigen Milwaukee 2, Wis. 
[|] I'd like more facts about Johnson Automatic Temperature Control. 


[) Heve a Johnson engineer call me to arrange a free survey of 
our control problems. 


CITY & STATE 
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Osteological reproductions (2A-1) 
Manviacturer's Description: Reproduc- 
tions of human skeletons, skulls, 
and other osteological specimens 
are now available in polyester 
resin, Virtually indistinguishable 
from natural bone specimens, the 
unique line does not deteriorate 


with age and may be cleaned with 
a mild soap solution, Lost or brok- 
en parts can be quickly replaced. 


Bottle breaker (2A-2) 

Manutacturer's Description: This trip- 
hammer bottle destroying unit 
breaks all types of bottles with 


complete safety for the user. To 
operate, the door is opened to its 
cocked position and the bottle 
placed in the arms of the trigger- 


> To learn the names and addresses of manufacturers of products and dis- 
tributors of literature described in this review, check the appropriate items 
on this coupon, sign your name and address, clip and mail to the Editorial 
Department of HOSPITALS, J.A.H.A., 18 E. Division St., Chicago 10, Illinois. 


hammer rack. Next, the door is 
allowed to snap shut, tripping the 
trigger and releasing the hammer. 
The bottle is then pulverized, but 
only after the safety has closed 
completely. 


Decorative wall covering (2A-3) 

Manufacturer's Description: Authentic 
textures for interior decoration 
such as this fieldstone wall are 
made of a new rubber-like mate- 
rial, An actual stone wall was used 
to make the original mold for this 
particular covering. Other textures 
available are Old Brick Wall, Her- 


ringbone Brick Wall, Weathered 
Wood Planking and Shingles, and 
Tree Bark. The 4 x 8 sheets are 
molded with life-like colors inte- 
grated, but any color can be 
painted on the sheets. 


Mobile bench unit (2A-4) 

Manufacturer's Description: A mobile lab- 
oratory bench unit, which sells 
for $57.50, can be used with 
wood, metal, or stone top tables. It 
gives five square feet of extra work- 
ing space at the bench and rolls 


[) Please send my neme direct te the manufacturer. 
[) Please send the name of the manufacturer to me. 


reproductions (2A-1) 

breaker (2A-2) 
decorative wall covering (2A-3) 
bench unit (2A-4) 
_.MPerteble hydrotherapy unit (24-5) 
Perteble phetecopy machine (2A-6) 

paint (2A-7) 

trash con (2A-8) 
vlbesiness reply card stencil (2A-9) 
/entret unit (2A-10) 
glassware (2A-11) 


adores... 


AZAL-1) 
12AL-2) 
_AZAL-3) 
AL-4) 
12AL-6) 
A2AL-7) 


(2AL-8) 


f2AL-9) 
[2AL-10) 


An endeavor is made to screen 
carefully the products appear- 
ing in this section. However, the 
statements printed have been 
made by the manufacturer and 
are brought to your attention 
primarily to keep you informed 
of new developments in the field. 


along on a guide 
rail to give 
this extra space 
when and where 
it’s needed. The 
unit has a solid 
teak top, and tu- 
bular steel legs 
and is supplied 
with nine feet of 
rail and screws 
ready for installation. Additional 
lengths of rail are available. 


Portable hydrotherapy unit (2A-5) 
Manufacturer's Description; This new 
portable unit transforms any 
standard bath- 
tub into an ef- - 
fective whirl- 
pool bath. It i 

uses normal 
water pressure 
for operation, 
eliminating 
costly plumbing 
alterations or 
installations. 
Temperature is 
controlled in the i 
same manner as es 
and direction of - 
water flow is 

controlled by turning the outlet 
at the bottom of the unit. 


Portable photocopy machine (2A-6) 


Manufacturer's Description; A fully au- 
tomatic portable photocopy ma- 
chine that copies anything written, 


drawing a bath 


|_| 
| 
| 
(Please type or print in pencil) 
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22’’ Operative Delivery Table........ 


FOR ABDOMINAL QR PERINEAL ROUTE DELIVERY 


@ The new 22” SOON table assures both the patient and the 
Obstetrician the fullest advantages of modern obstetrical practice 
under all conditions. 

: 4 The growing practice of performing cesarian sections in the O.B. 
room... without moving or disturbing the patient . . . is made easy 
by the 22” surgery width of the SOON, Yet the table will accom- 

° , modate even the largest patient during normal delivery and the 
universally adjustable knee and foot rests accommodate all patients 
from the tallest to the shortest. 


Write for bulletin C171 


The “clean” lines of the SOON 
table provide maximum com- 
fort and freedom forthe 
surgeon... with toe spoce, 


folding handles, etc. 


“ , If non-elective cesarian section is indicated, 


patient is quickly and easily positioned for 
surgery simply by lowering extremities and 


raising the foot section. The anesthetist need 
not chonge position of head of patient. 15” height adjustment ond every known obstetrical posture 
. from high lithotomy to Walcher position provides convenient 
approach to the perineal field. 


BRANCH OFFICES IN 14 PRINCIPAL CITIES 
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printed, typed, drawn, stamped, or 
photographed. It produces dry 
copies in seconds. Made of un- 
breakable plastic, the case houses 
both the exposure and processing 
photocopy units, built-in compart- 
ments for paper and supplies and 
is complete with carrying handle. 
It copies up to 8% x 14 inches in 
less than 30 seconds. Price is $249. 


Acrylic paint (2A-7) 
Manviacturer's Description; Peeling and 
blistering of paint in refrigerated 
areas is stopped by a new paint 
based on an acrylic emulsion. Due 
to its “breathing” qualities, the 
paint can be applied to new plas- 
ter, Its lack of odor, quick-drying 
(30-45 min.), serubbability, and 


4 


f 
7 


color fastness point up its useful- 
ness in rooms, corridors, and other 
public spaces. 


Plastic trash can (2A-8) 
Manufacturer's Description: This 10-gal- 
lon trash can is molded of poly- 
ethylene to prevent leaks, dents, 
or corrosion, A tight-fitting plastic 
lid fits snugly 
over the con- 
tainer. It resists 
water, soaps, 
grease, oils, 
acids, and alka- 
lis. Available in 
red, yellow, 
white, green, 
gray, or copper, 
the trash can 
retails for about 
$6 with lid; $5 
without lid. 


Business reply card stencil (2A-9) 
Manufacturer's Description: The usual 
form of a reply card is already 
impressed on the stencil. All the 
user need do is type in the permit 


number, and letter in the return 
address. The user must obtain u 
permit from the post office where 
the mail will be returned. The 
stencil can be used on any model 
mimeograph. 


Control unit (2A-10) 


Manutacturer's Description; With a slight 
touch of a small switch, a para- 


lyzed patient can control electrical 
devices separately or together as 
he wishes. Only a light movement 
is needed to turn on his radio or 
TV set, to signal for assistance, 
turn on a bed light, or even use 
the telephone. The patient ac- 


tivates appliance or appliances 
wanted by the number of touches 
and timing given the controller 
switch. A different number of 
touches turns off each appliance. 


Surface-stressed glassware (2A-11) 


Manufacturer's Description: Characteris- 
tics of surface-stressed glass in- 
clude shock resistance, virtual 
unbreakability in ordinary use, im- 
munity to oven heat up to 600°F., 
excellent heat or cold retention, 
absence of sharp cutting edges or 
splinters should glass break. The 
glassware is available in tumblers, 
cups, saucers, bowls, compotes, and 


plates in a complete range of sizes 
and styles. 


literature 


(SEE COUPON, PAGE 56) 


Ventilating Fans — (2AL-1) — This 
four-page catalog gives tables of 
performance data which list 
electrical power requirements, de- 
livery ratings at different static 
pressures, fan speed, motor horse- 
power, nominal rotor diameter, 
and net weight for each of the 
eight different sizes in each model. 
Plastic Skylights — (2AL-2)—Tech- 
nical data and specifications for 
installation of overhead plastic 
skylights of value to hospital ar- 
chitects, builder, hospital admin- 
istrators, and purchasing agents. 
Pipe Insulation——(2AL-3)—A new 
pipe insulating material that com- 
bines insulating efficiency and 
condensation protection for lines 
operating at low temperatures or 
alternating cycles of high and low 
temperature is described in this 
two-page brochure. 
Intercommunication Equipment — 
(2AL-4)—A complete catalog giv- 
ing prices, descriptions, and fea- 
tures of this intercom manufactur- 
er’s full line. 

V-belt par- 
ticular value to the hospital engi- 
neer is this 24-page completely 
revised manual of recommended 
engineering standards of multiple 
V-belt drives. Copies of the man- 


ual may be obtained for $1 each. 
Oxygen Therapy Apparatus and Ac- 
cessories —- (2AL-6) — Illustrates 
and describes oxygen therapy 
equipment in a graphically pre- 
sented 20-page catalog. 
Countertop Plastic Surfacing— (2AL- 
7)-—A 10-page booklet showing 
how to install a pre-formed coun- 
tertop plastic surfacing. 

Food Service Equipment — (2AL-8) 
For those interested in food 
preparation and serving in the hos- 
pital, here are eight installations 
of food service equipment graphi- 
cally presented in a 32-page bro- 
chure, The booklet shows in detail 
how these eight problems were 
solved. 

Brochures on Woodwork Details — 
(2AL-9)—A continuing series of 
brochures of special interest to ar- 
chitects, giving installation recom- 
mendations, plans, diagrams and 
applications. 

Condensation Return Units-—(2AL- 
10) — The bulletin explains the 
usefulness of the vertical turbine 
type pump design in reducing space 
requirements and providing quiet, 
dependable operation. Dimensions, 
capacities, weights, and condensed 
specifications are shown in conven- 
ient selection tables. 
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* greater therapeutic benefits 
* fewer unwanted effects 


‘ 4 


METICORTELONE resembles METICORTEN in antirheumatic, anti- 
inflammatory and antiallergic effectiveness.'-'' The availability of 
these new steroids, first discovered and introduced by Schering, pro- 
vides the physician with two valuable agents for safer, more effective 


cortical hormone therapy. 


Bibliography: (1) Bunim, J. J.; Pechet, M. M., and Bollet, A. J.: J.A.M.A. 157;311, 1955. 
(2) Waine, H.: Bull. Rheumat. Dis, 5:81, 1955. (3) Tolksdorf, $., and Periman, P: Ped. 
Proc. ]4:377, 1955. (4) Herzog, H. L., and others: Science /2/:176, 1955. (5) Bunim, J. J.; 
Black, R. L.; Botiet, A. J., and Pechet, M. M.: Ann. New York Acad. Sc. 6/:358, 1955. 
(6) Henderson, E.: New developments in steroid therapy of rheumatic diseases, presented 
at New Jersey State Medical Society Meeting, Atlantic City, New Jersey, April 17-20, 1955. 
(7) Boland, E. W.: California Med. 82:65, 1955; abs., Curr. M. Digest 22:53, 1955. (8) King, 
J. H., and Weimer, J. R.: A.M.A. Arch. Ophth. 54:46, 1955. (9) Criep, L. H.: Prednisotone : 
and prednisone in the treatment of allergic diseases, to be published. (10) Sternberg, T. H., ra 
and Newcomer, V. D.: Am. Pract. & Digest Treat. 6:1102, 1955. (11) Gordon, D. M.: Pred- ; 
nisone and prednisolone in ocular disease, to be published. 


*T.M. 


| in rheumatoid arthritis 
NMETICORTELON 
Be 
METICORTELONE,* brand of prednisolone, Schering. 
Mericonten,* brand of prednisone, Schering. 


ern ARE five vital steps or 
rules for achieving food cost 
control: 

1. Menu construction. 

2. Recipe interpretation. 

4. Purchasing procedures. 

4. Production control. 

5. Accounting and records. 

Menu construction is very im- 
portant, for the menu, in a large 
measure, decides what the food 
cost is going to be, One cannot 
put steak on the menu and expect 
to come out with hamburger 
prices! Proper menu planning re- 
quires that the menu writer know 
the portion cost of every item to 
be placed on the menu. 

One should not try to achieve 
the average food cost for each 
meal or for each food item. One 
should have an adequate number 
of low cost meals to balance the 
high cost ones. 

One quick way to determine a 
high cost meal is to watch the 
meat portion cost, Usually one can 
spend one-fourth of the total meal 
allotment, If there is an $.80 gross 
allotment per meal, one can spend 
$.20 for meat. It would be wiser 
to have an average meat portion 
cost of $.20 than to have all 20- 
cent meat meals. (Table I, right.) 
Average portion cost can be ob- 
tained in the same manner for 
salads, vegetables, desserts, etc. 

The selective menu offers an 
opportunity for better cost contro! 
and allows for more variety in 
menu items. One has to be careful 
with the menu items offered if 
the benefits of the selective menu 
are to be obtained. 

It is better to offer all low cost 


Lendal H. Kotechevar, Ph.D., is chairman 
of the home economics department and 
director of residences and food services, 
Montana State University, Missoula. This 
article is adapted from the author's address 
at the American Hospital Association's 
Dietary Department Administration Insti- 
tute in Seattle, Wash., November 1955. 
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entrees or all high priced items 
at one time. There is one exception 
to this rule. If a low cost entree 
is listed first on a selective menu, 
experignce has shown that the first 
entree is more apt to be selected 
than any other one. 

It is wise to combine a low cost 
entree with a particularly attrac- 
tive or popular salad or dessert, 
so that the patient centers his at- 
tention on those items and fails 
to note the cost of the entree. 
Sometimes a garnish or food com- 


3 WAYS TO IMPROVE LOW 
COST ITEMS 


l. Top 2 lamb patties with 
pineapple ring and broil. 

2. Sprinkle crisp, fried bacon 
bits or cornbread before serving. 

3. Introduce lamb curry with 
broiled half grapefruit, delicately 
flavored with a green mint sauce 
and garnish with a red half 
cherry or red currant jelly. 


binations can do the same thing 
for a meal. (See box, above.) 


RECIPE INTERPRETATION 
The second vital step to food 


five vital steps in food cost control 


cost control is recipe interpreta- 
tion. Many of the excellent recipes 
in use need to be reviewed from 
time to time to see if some of the 
new products on the market can 
be used to advantage in the recipe. 
Some of the new products are non- 
fat dry milk solids, frozen eggs, 
dry onion flakes and prepared bake 
mixes. 

A number of standardized reci- 
pes should be consulted before one 
is adopted. Two recipes varying 
considerably in portion cost may 
yield almost identical products. 
One recipe may call for extra eggs 
or shortening, but the appearance 
and flavor of the end product is 
the same. One cannot overlook the 
fact that there may be considerable 
difference in the nutritional value 
of the two products. 

Frequently one can lower the 
portion cost of a recipe by using 
a less expensive ingredient. When 
bacon ends rather than bacon slices 
are used in cornbread, the end 
product is not changed, Chicken 
fat makes a better cream sauce for 
some items than butter does. 

Sometimes it is wiser to use a 
higher priced item and less of it. 
It takes much more mild than ripe 


Portion Cont 


item 


Salisbury steak 

Baked pork chop 

Chicken liver omelet 

Swiss steak 

Macaroni and cheese 

Roast shoulder of veal, 
dressing 

Fried chicken 


AVERAGE PORTION COST 


Cost Per 

Portion Size Portion 

4 oz. (AP) $ .10 

5 oz. (AP) 23 

5 oz. (EP) 12 

6 oz. (AP) 40 

6 oz. (EP) .08 

2 oz. veal (EP) 3% oz. dressing (EP) 18 
4 oz. (EP, bone in) .29 

TOTAL COST $1.40 


$ .20 
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the NEW MEALPACK a SYSTEM 


Ideal, Low Cost Tray Service for Hospitals up to75 Beds 


CHECK THESE MEALPACK 
EXCLUSIVE “REDI-SERV” 
FEATURES! 


@ Requires no electric preheating; therefore hot foods 
do not dry ovt. No costly heating elements to operate 
and maintain. Completely adaptable to repeot trips 
for serving up to 63 beds per cort per meal (in 3 trips). 
One Traycart does the work of three!—yet each tray 
is instantly ready to serve. 

@ Hot and cold liquids (soups, beverages, special liquid 
diets) are portion-controlled at main kitchen, then pro- 
tected.for each patient in ideal condition by Mealpack's 
new insulated, stainless steel Model IS-12 Individual 
Beverage Server. 

@ Each entree (meats, fish, gravies, vegetables) main- 
tain savory kitchen freshness and heat by vocuum seal 
in Mealpack's Container up to 2 hours after packing. 


@ Every tray is complete, ready to serve after setting 
—yet positively protected against food quality failure! 
® No tray completing at serving point! Complete con- 
trol at kitchen insures dietary accuracy. 

@ All foods for every tray—special, selective or gen- 
eral diets—ore controlled at main kitchen. No more 
serving mistakes! 

@ Built-in, insulated Cold Compartment protects all cold 
foods if tray is subject to delayed serving and eating 
(butter, milk, salods, ice creams, etc.) 

@ Easy to clean! No disassembly, no corrosion, no 
wiring or heating elements to damage. 

@ Unique “locking” type sliding doors protect all tray 
contents between main kitchen and serving points. 

© Populor Mealpack “five point” precision caster sus- 
pension facilitates easy handling, storage ond opera- 


tion in cramped or limited corridors, kitchens, elevators, 
etc. 


®@ Sanitary, sturdy, “lifetime” welded stainless steel 
construction. Nothing to maintain. 


One Traycart 
SERVES 63 TRAYS 
WITHIN 45 MINUTES! 


If you now operate up to 75 beds—or if you're building or expanding 
to that capacity—the Mealpack “Redi-Serv” System is the answer for 
faster, lower cost, trouble free food service for every patient! 

This new “Redi Serv” traycart system with ners Containers, 
gives you positive protection food quality for every tray, every floor, 
every time! 

Already, Mealpack’s unique vacuum protection has solved baffling 
dietary problems in countless hospitals, Now, the illustrated 21 tray 
“Redi-Serv” traycart offers Mealpack’s advantages at a new /ow cost 
any small hospital can afford, 

Investigate these advantages for your hospital! Write us today! 

© 
MEALPACK * EVANSTON. ILLINOIS 
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cheddar cheese to make a good 
cheese sauce, Occasionally portion 
cost can be reduced by omitting 
ingredients (pecans in a spice muf- 
fin recipe). 

It is wise to cost a recipe before 
it is introduced, so that the exact 
portion cost will be known, Too 
frequently an item is placed on 
the menu and the dietitian makes 
a mental note to hunt up a recipe 
for it. As a result she rushes into 
the kitchen at the last minute and 


gives the cook a recipe that he — 


has never seen before. 


The third vital step in food cost 
control is purchasing. Good buy- 
ing is a procedure by which a 
proper balance is obtained among 
the cost, quantity and quality of 
required food items. 

Price alone should never dic- 
tate purchases. Oftentimes a bet- 
ter quality and higher priced item 
will yield more portions and give 
a lower portion cost than the less 
expensive one. This fact is fre- 
quently demonstrated when the 
drained weights of canned prod- 
ucts are compared or when cutting 
or trimming tests are made on 
meats, fruits and vegetables. The 
quality of the required item may 


PURCHASING TIPS 


© 1f apples are to be used for 
ples or salads, it is not wise to 
buy fancy apples. 

eGood quality canned pie 
peaches (water pack) will make 
a better peach pie than will fancy 
peach halves. 

® Frozen eggs are a satisfactory 
product for baking, but not for 
breakfast eggs. 

® Less expensive broken nut 
meats are just as good for brown- 
les as whole nut meats. 


vary according to its proposed use. 
(See box, above.) 

When the compromise between 
price and quality results in an 
inferior final product, a different 
item should be placed on the menu. 
Commercial grade inside round in- 
stead of the choice or good grade 
wholesale cut might be a satisfac- 
tory compromise for a pot roast 
or Swiss steak, but not for a prime 
rib roast. 

“Follow-through” in buying is 
very important. Unless one ob- 
serves and notes when an item 


does not give the proper yield or 
quality, one cannot later do a cor- 
rective type of buying. An efficient 
buyer is one who is constantly 
checking on his judgment. 


The fourth vital step in food 
cost control is adequate food pro- 
duction management. The first re- 
quisite is a file of standardized 
recipes. The information given on 
standardized recipes should include 
the total yield, total number of 
portions, size of the serving por- 
tion, size, shape and type of pan 
to be used, amount and portions 
per pan, length of the preparation 
and cooking times, and the cooking 
temperature. Space should be pro- 
vided on the card for the total 
cost and cost per portion. Lenore 
Sullivan’s Quantity Recipe File, 
E, Evelyn Smith’s Quantity Recipes 
for Quality Foods, Margaret E. 
Terrell’s Large Quantity Recipes 
and the U. S. Navy Recipes Service 
are excellent sources of standard- 
ized recipes. 

Proper food production manage- 
ment requires that the dietitian 
establish and post the number of 
portions of each menu item to be 
prepared for the meal, This pro- 
cedure acts as a brake against 
overproduction. Cooks always like 
to have plenty of food on hand 
“just in case’ and if they are al- 
lowed to make decisions on the 
amount needed, the dietitian loses 
control of one of the most impor- 
tant factors in controlling costs. 

Proper food production manage- 
ment cannot be achieved without 
proper supervision. Unless cooks 
are properly supervised and pro- 
vided with standardized recipes 
that they can understand, they wil! 
readily change a recipe. Overpro- 
duction and nonstandardized prod- 
ucts result. There is hardly one 
of us who does not frequently 
walk into the kitchen and see for 
some unexplainable reason that 
directions are not being followed. 
A baker is taking cookies off 
the baking sheet incorrectly and 
breaking too many of them. 
Someone is cutting meat portions 
improperly. Careless handling is 
breaking up too many butter chips. 
Employee training is very im- 
portant and the follow-through is 
vital if the training program is to 
be successful. 


The entire cost control program 
can be lost, if the planned serving 
portion is not served. Serving one- 
fourth ounce more of roast pork 
per portion will raise the food cost 
12 per cent. 

Portions can be controlled easily 
by using ladles or dippers of a 
specified size, pie dividers and 
standard serving containers. The 
dietitian should also provide the 
food service personnel with a list 
that specifies the size of the serv- 
ing portion and the proper serving 
utensil. 

Cooks and food servers should 
frequently use a portion scale to 
check portion weights. 


After the menu has been 
planned, recipes selected, food pur- 
chased, prepared and served, the 
dietitian probably feels that there 
is little she can now do about food 
cost control. There is one more 
vital step—-food cost accounting. 
The dietitian should be anxious to 
know how the planned daily costs 
compared with the actual costs. 

A dietary clerical worker should 
be employed to do these calcula- 
tions. First, the actual meal census 
figures should be obtained for pa- 
tients, personnel and guests. The 
daily raw food cost can be calcu- 
lated from the invoices and store- 
room requisition slips. The average 
direct cost per meal is obtained by 
dividing the total cost of the food 
served (raw food and labor) by 
the total number of meals served. 

The dietitian should not be sat- 
isfied with this accounting alone. 
She should want to know what 
were the percentages of raw food 
and labor cost to gross income for 
the day. She should desire monthly 
operating statements with a com- 
plete summary of all direct and 
indirect costs for the food service 
operation. 

With this information at hand, 
the dietitian knows how efficiently 
she is operating her department. 
No hospital administrator has a 
right to expect a dietitian to oper- 
ate her dietary department with 
efficiency if he does not make it 
possible for her to have the neces- 
sary information to manage the 
department. 

Certainly in the enumeration of 
these cost control factors, one can- 
not help realizing that controlling 
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food cost is no small job and de- 
mands competency in many areas. 
If the dietitian knows the rules and 
earnestly attempts to put them into 
effect—from menu writing to rec- 
ord keeping—good cost control can 
be accomplished. 


Notes and Comment 


Winter pears for variety 


Now that we are in the heart 
of the winter months, keep winter 
pears in mind for a welcome addi- 
tion to the menu. 

Fresh pears, especially the Bose 
variety, are especially appreciated 
when eaten “as is.” Or include 
them in a fruit cup or fruit salad 
plate for a luncheon or supper 
entree. Or slice them into orange 
or pineapple juice for a pear cup. 

Winter pears, peeled or un- 
peeled, make attractive salads (see 
photos at right). Further salad 
suggestions include pear half 
topped with American cheese curls 
or pineapple cream cheese balls. 

Winter pears slightly underripe 
may be used in baking in such 
attractive desserts as pear crunch 
or cinnamon pear roll with custard. 

When selecting winter pears, use 
the touch rather than the color 


‘WINTER PEARS, peeled and 


marinated in citrus juice or 
French dressing, will make on 
attractive addition to the salad 
menv. Pear halves may be 
placed on bed of endive, flanked 
with semicircle of 
helves ond fresh strawberry 
garnish (top) or striped with 
strips (right).—Courtesy 

Home fconemics DOepertment, 
Fret Dispetch Company, New York 


test. When a pear responds to slight 
thumb and fingertip pressure, it 
is ready to eat. The best eating 
times for winter pears are Sep- 


tember into January for the Bosc 
variety, October into April for the 
d’anjou pear, and January to June 
for Nelis. a 


Master Menus for February 16-29 


HE AHA MASTER MENU is the only service of its 
kind that includes modified diets. Each issue of 
HOSPITALS JOURNAL OF THE AMERICAN HOSPITAL AS- 
SOCIATION contains breakfast, luncheon and dinner 
menus for the soft, full liquid, high protein, high 


calorie, low calorie, low fat and measured or weighed 
diets. All of these diets, except the full liquid, are 
planned to meet the National Research Council's 
Recommended Daily Dietary Allowances. 

The numbers are the key to which menu items 


j 3. Retled wheet or com 25. Creamed tuno-—spinoch 
February 16 prance slices cereal crisp 26. Lew fot tune on lettuce— 
|. Blended - 4. Poee eae spinac 
2. Blended juice Turkey celery soup 2 Baked potato 
. € Soltines 
24 Chipped beet, noodle and 29 Tomete slices 
€ 
25, ]. Croom of exporagus soup (1)5) Cup cakes with Huffy frosting 
; 26. Baked veal choo 8 toost 32. Canned peeled apricots 
27. Baked noodies in broth 9. Shrimp creole on rice ‘1! 73) 33. Baked custard 
Creem of carrot soup (omit on Soft Diet) 34 Uneweetened conned 
9. Pan fried cubed steok 9 epple 12. Paprika potatees 35. Mixed fruit juice 
10. Broiled cubed steak grepetruit soled 13 pees 
ae tried potetoes 30. French 14. Green peas 
12. New pototoes Peppermint ice cream 15. Colery ond rose redishes 18 
13. Tometoes ond silver skin onions 4) Prune whic 
14. Asparagus tips 33. Peppermint stick ice cream 3? 385 |. Orenge 
15. sealed bow! + canned plums 18 iding with betty Prune juice with lemon wedge 
juice '9. Raspberry getotin Wheet 
1¢. French 36 muffins (167) 20. Unsweetened canned apricots ees 
(£339) 17 2}. Grapefruit juice 
18. Orange floating isiond Sliced | 
19. Orange gelatin cubes 4 Orange juice 22 Creem of mushroom soup 7 soup 
23. Criep creckers wheet creckers 
t Arabic numerals indicate which recipe be 24 Tune seted in teested rott-— 9. Reest tee of veel 
found in “La by Margaret "Terrell, spiced on cress 10. Reast of veal 
Philadelphia, J _—peteto 
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Day: There. Deter Feb. + | ~ 
| 
+ + + + 
x {strained x | | 
*Crachers x x | 
Mest, Poultry, o Fish 10 | 10 | | lah. 
Potetoes | | 
x x x x 
4 | | 
Salad Orossing (optional 16 rt French dressing x L 
Dessert wits . | 
Coenen 9119 orange gelatio oures | | x 
Fruit Jusce 21 | ae x 
Breed Breed | xi 
Butter or Margarine Butter or Margarine | x x x x x x 
Mik gless) Mik (1 gloss) x x x x « x 
| Beverage (options!) Soverage | x = ai 
| hoger (options x | x 
| (options) Cream (optional) | x x | 
*Optione! unless appetizer on menu is fruit juice or vegetable juice, in which case, serve. 
Daily menu umerts, beyed to this The Journal of the 
chart are lumuhed monthly HOSPITALS Amencan Hospital Association 
are included on a specific diet. A look at the din- priced at $2 and individual copies of the manual are 
ner wall card above with transfer slip will readily $1.50. 
| show that items 7, 8, 10, 12, 14, 18 and 21 will be Summary of Dinner Meats 
served on soft diets for the dinner meal on February Dinner Meat Dates on menu Total 
16. Patients on full liquid diets will receive items Beef February 16-21-26-29 4 
7, 19 and 21. The large X's in each succeeding column Veal February 18 ] 
at the right-hand side of the wall card indicate which Lamb February 25 l 
foods are served on that diet. Pork February 22-27 2 : P 
Wall cards and transfer slips are also available Poultry February 19-23-28 3 
for posting the breakfast and luncheon menus. The Fish* February 17-24 2 
transfer slips, wall cards and Master Menu Diet Man- Variety Meats February 20 l 
ual, which gives complete instructions on how to use 
| the Master Menu, can be purchased in kit form from 14 
*Fish alternates have been added to the Februa 22 and 29 
the Editorial Department of HosPitats. The kits are dinner matt Meme t mest Lanten feauirements 
12, Cubed potatoes 22. Mulligetawny soup (144) 32. Apolesauce 
Turnip greens or carrots 23. Seltines 33. Cream pudding 5. Selfines 
rtered carrots 24. Shepherd's pie with tuted 34. Unsweetened 9. Brotted chicken 
cebbege, and mashed poteto 35. Orange juice 10. Roast chicken 
marshmellow sale 25. Shepherd's pie with fluted 36. Sweet cinnemon rolls (156) ||. Mew potetoes in cream 
, mashed potato top february 19 12. New pototoes 
17, Cottege pudding with chocolete 26 steak 13. Fresh esperegus 
. Vrange juice 
19. Lime ice bow! 4. Soft cooked ege 16. Fruit seled dressing 
Unsweetened fruit compote 30. Vineqer-oll dressing 5. Bacon 17, ith raspberry sherbet 
2!. Blended citrus juice 3|. Beked epple with reisin 6 toast 18. Raspberry ‘sherbet 
stuffing 19. Raspberry sherbet 
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20. Half grapefruit 
Orange juice 


22. Cream of corn soup (14!) 
Crisp creckers 
24 Sticed hom end cheese— 
deviled 


to chips 
25. Minced lamb en casserole with 


fluted mashed potato— 
green beons 
26. Cold roast lamb—green 
beans-—tomato slices 
27. Stuffed boked potato 


3). P 


coke 
32. Canned peaches——oange! food 


(2275) 
33. Vanilla ice cream 
34. Fresh pineapple 
35. Apricot nectar 
36. lee box rolls 


February 20 
Gropetruit 
. Apricot nectar with lemon 
Shredded wheat or farina 
Poached (omit on 
Normal Diet) 


. Link so 
es-—tyrup 


Griddle « 


Cream of spinach soup 
Melba toast 

Country style liver 
Broiled liver 

Stuffed beked potato 
3aked potato 

Stewed 


Green beans 

Chef's saled bow! 

Chef's sailed dressing 

Lemon meringue pie (13/9) 

Lemon meringue pudding 

Lemon snow pudding 

. Unsweetened pear and plum 
compote 

2!. Blended citrus juice 


ty 
25. Creamed diced veal 
26. Baked veal chop 
27. Fluffy rice 


3|. Ambrosia 

32. Orange and banona cup 
33. Baked custard 

34. Orange and banano cup 
35. Pineapple juice 

36. Hot buttermilk biscuits 


a 
Py 


Stewed prunes 
Grapefruit juice 


New potatoes 

Oven browned persnips 

Spinach with lemon wedae 

Sliced head lettuce salad 
dressing 


NN 
| 
i 


MINA 


seuce on cress 
25. Hot sliced turkey sandwich— 


asparagus 
26. Hot sliced chicken-—whole 
carrots 
27, Riced potatoes 


32. Canned fruit gelatin 


33. Raspberry gelatin with custard 


sauce 
34. Unsweetened canned bing 
cherries 
Peoch nectar 


tArabic numerals 
found in “ 
Philadelphia, J 
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February 22 


2. 
3. 
4 
5 
6. 


Biended citrus jwice 
Orange juice 

Corn flekes or rolled wheot 
Soft cooked 

chicken livers 


Beet bouitton 


wm 


. Reest fresh hem or boked 
helibut 


. Roast lamb 
Mashed 


Riced potatoes 
Julienne beets 
Juhenne beets 


Unsweetened canned cherries 
Tomato juice 


Tomete cheese soup 
Croutons 
. Seuteed ch 


beef on toast 
Minced beef on toast 

Broiled chopped steak 

Potato puffs 

Petty 


She 


green 
and pimento 


pepper 
_ Terregon French dressing 
Healt grepetruit with grenadine 


Canned peoches 


Chocolote rennet -custard 
. Grapefruit sections 


Fruitode 


French breed 


February 23 


9 
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Orange slices 

Orange juice 

Brown granular wheat 
cereal or corn tickes 


Se 

Fried chicken with cream qravy 
Roast chicken 

Mashed potatoes 

Riced potatoes 

. Sticed corrots 

Sliced carrots 

. Weldert seled 


Chocolete chip ice cream 
Chocolote chip ice cream 
Lime ice 

Pink grapefruit sections 


Grape ruit juice 
Chicken rice broth 


Meat bolls-——-asporagus 
balis——zucchini squosh 
Spaghetti with tomato puree 
Raw vegetable sailed bow! 
Russion 


Bresh fruit plete 


Canned pears 
Floating island (1339) 
Fresh fruit cuo 


. Mixed fruit juice 


Herd rolls 


February 24 
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Grapetruit jwice 


Grapefruit juice 


Pufted rice or 


Scrambled (‘omit on 
Normal Diet) 


Creem of ato soup 

Boked breaded haddock 
fillets 


Baked haddock fillets 
@ratin 


beet 
Sliced beets 
Cole slew (122!) 


€ 
(230)) 
Grape sponge—rich cookies 
Grape sponge 
Fresh fruit cup 
Blended citrus juice 


Oyster crackers 


indicate page on which recipe may 


be 
Margaret E. Terre!! 


24. Cheese souffle (1/00) 
25. Cheese souffle 

26. Cottage cheese 

27. Baked potato 


ch 
29. Temete seled 
30. French dressing 
3|. Lemen teyer coke 
32. Canned peeled apricots 
33. Raspberry rennet-custard 


34. Unsweetened conned apricots 


Rolled wheet or crisp corm 


ily 

Roast leg of lamb (1! 39) 

Browned potetoes 

Riced potatoes 

Mashed ruteboqas 

Diced yellow squash 

Pinapple 
so 

Cream meoyonneaise 

Tepioce cream with 


Raspberry ice 
Fresh pineapple cup 
Orange juice 


Melba toast 

24. Beked corned beef hesh 
25. Broiled veal pattie 

26. Broiled veal pattie 

27. New potatoes in jackets 
28. Julienne green 


beens 
Grapetruit and evocedo salad 


10. French dressing 

3|. Dete sendwich roll with 
whipped cream (1264) 

32. Canned peoches 

3. Boked custord 

4. Unsweetened canned boy- 
senberries 

5. Apricot nector 
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Orange juice 

Orange juice 

Bron tlekes or farine 
Soft cooked 
Grilled Canadian bocon 
Corn muffins (169) 


Vegetable soup 

Crisp creckers 

Braised beef roast 

Braised beef roast 

Franconia potetoes 

New potatoes 

Broccoli with Hollandaise 
souce 

Juhenne corrots 

Vegetable salad 

Sevory dressing 

Caramel sundae 

Vanilla ice cream 

Lemon ice 

Grapefruit sections 

Grapefruit juice 


22. Corn chowder (14!) ) 

23. Ovyeter creckers 

24. Temete espic ring with 
cabbege ond corrot siaw 
—-cheese sandwiches 

25. Creamed eaqgs—peas 

26. Cold sliced lamb-—peas 
tomato salad 

27. Baked potato 


31. Sponge coke with whipped 
cream 

12. Royal Anne cherries 

33. Chocolote pudding 

34. Uneweetened conned Royo! 
Anne cherries 

¥ Mixed fruit juice 


Gravefruit juice 
Hominy or 


2 
3 
4 
5 
6 
Best coup 
9 tee 
0 
2 


Ricé@d pototoes 
Green beans 


ond cottage cheese 


Tapioca cream with meringue 


. Creem of mushroom soup (144) 


22 


SAW awh 


soled 
(t243) 
pen dow (33468) 
Vanitia blanc mange with 
cherry souce 
Cherry 
Unsweet canned peoches 
Blended citrus julce 


Creem of potete soup (14!) 


routons 
Meet-stufted cabbege rolls 
iti29) 
Bro:led beef pattie 
Broiled beef pottie 
Cubed potatoes 


Boked prune whip 
Chilled soft custard 
Unsweetened canned peor 
ond plum compote 
Pineapple juice 
er House 


Tomato jwice 


Criep rice coree! or brown 


wheat ceree! 
Poached ea@ 
Bocon 


Cinnemon muftins 


Cream of mushroom soup 

Melbe toost 

Chicken (1/558) 

Hot sliced chicken 

Peprike new potetoes 

New potatoes 

Asperegqus tips 

Asooragus tips 

Relishes—<carrot sticks and 
ripe olives 


Bread pudding with jelly 
Bread pudding with jelly (1335) 


Raspberry gelatin 

Unsweetened canned strow- 
berries 

Grapefruit juice 


Apricot necter with lemon 
sherbet 


Canadien becon— scalloped 

Pan-broiled liver-— scalloped 
potatoes 

Pan broiled liver 

Riced potatoes (omit on 


Fresh 
Stuff 


Benene coke with coreme! 


frosting (126!) 
Banane and orange cup 
Vanilla ice cream 
Orange slices 
Chicken broth or aprigot nectar 
Bread 


Orange juice 

Rolled wheat or corn flekes 
Soft cooked 

Grilled chicken livers 
8 muffins (167) 


Chicken rice soup 
Crisp crockers 
Swiss steok or French fried 
shrimp 
Broiled steak 
ed potetoes 
Riced potatoes 
Caulitiower with cheese sauce 
Sliced corrots 
Tossed selad 
Celery seed French dressing 
Boked custerd pie 
Pineapole whio with custard 
@ 
Pineapple whip (1367) 
half grapefruit 
Limeode 


Alohebet soup 


Seltines 
Fiutty omelet 
($102) 
Orne let 
Roast veol 
Baked potato 
eas 


Canned pears 

Soft custord 

Unsweetened canned apricots 
Cranberry wice 

Bread 


| 
nes 22. 
Orange juice ; 
Cloverieet rolis 24 
etoes February 25 
Tomot mice 
le chunks—enge!l 
Heerts of lettuce cereal soled 
Chiftonede dressing Poeched 10. Pe French dressing 
) 
ch custerd seuce 
3 
21 Sailtines 4 
Roast leg of lamb—-current 
23 
24 
<2 Febrvery 28 
Tometo jwice 
27 
29 
que 
| | 
Soft cooked 
Coftee coke 
22. soup Consomme 
23. Crisp crockers 
24. Beked veel chop with 
28. Green peas a4 
29 Celery and radishes , 
ZU Soft 
9 celery 
23 risp crockers 
24. Speghetti with Itelien meet 
2 souce (ft) 32) 
t puffed wheat 25 3 
4 26 
february 29 
| Sliced bonene 
vegetable 
$3 
14 
6 
| 
Rox or" 
French toest triangles— jelly 
soup 
dw ich— 
peech cup with crenberry 
Cubed potatoes 
7 : 
29. Asperequs soled Frutt jello with whipped 
10. French dressing flekes 
Benene in 
£U 29 Temete seted 
10 dressing 
ear and apricot compote — 
22. Clam chowder t with butterscotch weters 
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Should patient be told? 


SHOULD THE PATIENT KNOW THE 
Trutn? Edited by Samuel Stand- 
ard, M.D., and Helmuth Nathan, 
M. D., New York, Springer Publish- 
ing Company, Inc., 1955. 160 pp. $3, 
hard cover; $2, soft cover. 


This series of 23 essays by physi- 
cians, nurses, clergymen and law- 
yers discusses the problem of how 
much to tell the patient who has 


been diagnosed as gravely or in- 
curably ill. The problem is essen- 
tially a doctor’s dilemma; it is the 
doctor who makes the diagnosis 
and who must decide how much 
the patient should know. Yet the 
answer is also important to all 
those in contact with the patient, 
such as members of the family 
and hospital personnel; their be- 
havior must not betray the truth 


Confidence... 


the reward of care 


Integrity, experience, skill, an infinite capacity for care 


. these are medicine's keystones of confidence. 


™ LIQUID 


Branches and Dealers in Principal CitiesWest of the Rockies; STUART OXYGEN CO., Los Angeles 


Confidence plays a vital role in the selection of medical 
gases and equipment, too. That is why pains far 
greater than the mere ‘necessary 
production of Red Diamond medical gases and therapy 
equipment. Each carefully guarded step, each stringent 
test assures you a product that merits your trust. 


Order with confidence. Order Red Diamond... 
available everywhere. 


are taken in the 


RED DIAMOND 
MEDICAL GASES 


anesthetic resuscitating 
therapeutic 


cyclopropane ¢ nitrous oxide 
ethylene © oxygen 

helium @ helium-oxygen mixtures 
carbon dioxide « 

carbon dioxide. oxygen mixtures 


alee @ complete line of regulators 

@ endotracheal and oxygen 
therapy equipment, accessories and 
anesthesia machines 


CARBONIC CORPORATION 


Medical Ges Divi 
3100 South Keds Kedzie Ave. 23, iinois 


in Canada: IMPERIAL OXYGEN LTO., 
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if the doctor has withheld it from 
the patiert. 

The reader expecting a defini- 
tive answer to the question posed 
in the title will be disappointed, 
for each essay presents a different 
point of view. The ultimate re- 
sponsibility for answering the 
question remains with the individ- 
ual person dealing with the in- 
dividual patient. 

All the essayists agree that it 


«jm best to tell as much of the truth 


as possible. However, the various 
authors differ considerably in their 
estimation of the proportion of 
patients who can be told all the 
truth without being overwhelmed. 
In general, the essential theme of 
the book is the importance of eval- 
uating the patient’s ego in order to 
know how much it is wise to tell 
him and how he should be told. 

Speaking for the hospital admin- 
istrator, Dr. E. M. Bluestone points 
out that it is better to tell the pa- 
tient the truth than to let him find 
it out indirectly by frightening 
contacts in the hospital; but he 
also reminds the reader that “the 
incurable patient of today may be 
the curable patient of tomorrow.” 
—Epwin H. Lawson, M.D., Elgin 
(Iu.) State Hospital. 


Self-appraisal by nurses 


Wuat Do Nurses THINK or THEIR 
PROFESSION? Robert P. Bullock. 
Columbus, Ohio State University 
Research Foundation, 1954. $2. 
This Ohio study attempts to dis- 

cover the degree of satisfaction a 

nurse obtains from her job; im- 

portant factors in determining job 

satisfaction (such as her perception 
of public opinion and her own 
appraisal of nurses and nursing); 
her degree of social and personal 
adjustment, the leadership be- 
havior she experiences, the nursing 
functions she performs, the anti- 
cipated rewards of nursing, and 
her aspirations and preferences. 
The representative sample con- 
sisted of 500 nurses, 240 of whom 
were institutional nurses; other 
categories included doctors’ nurses, 
industrial and public health nurs- 
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es, and private duty nurses. The 
finding that only 12.2 per cent 
stated they plan to make a career 
of hospital nursing should cause 
hospital and nurse administrators 
serious concern. Job satisfaction 
was lower and esteem of hospital 
nursing lower among hospital 
nurses. 

The study points out, with stat- 
istical data, that nurses show “a 
readiness to accept those functions 
involving decision-making, self- 
direction and dealings with the 
public or with other professionals 
on the health team. Nurses do not 
want to be aides, nor do they want 
to be ‘substitute doctors.’ Instead, 
they seek security and recognition 
in a function belonging to the pro- 
fessional nurse.”’ 

An interpretation of the facts as 
brought out by this study indicates 


. a need for use of better techniques 


in supervision, planning and or- 
ganization. It opens more doors on- 
to the complex problem of job sat- 
isfaction of nurses and also raises 
more questions that need answer- 
ing, such as: “What do the medi- 
cal profession and the public think 
of nurses and nursing? What are 
the criteria for effectiveness in 
nursing?” 

We need more research in these 
complex areas. Some of the ques- 
tionnaires found in the appendix 
might be used to advantage by 
hospitals to survey job satisfaction 
in such areas as work-group re- 
lationships and leader behavior 
traits. The results of nursing 
studies should be compared with 
allied occupations such as dietetics, 
social work, and teaching. 

Dr. Bullock’s study is a good 
beginning toward understanding 
what nurses think of their pro- 
fession.—GRACE G. PETERSON, 
assistant director in charge of 
nursing services, Passavant Memo- 
rial Hospital, Chicago. 


Standbys revised 


New editions of standard texts 
do not always merit review, for 
often they are little more than re- 
printings. A new edition implies 
complete revision, with deletion of 
obsolete information and the addi- 
tion of current data. Recently, the 
Library of the American Hospital 
Association added to its collection 
new copies of six titles, all of them 
standard reference books used 
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daily by hospital administrators or 
department heads, and all of them 
fulfilling requirements of a re- 
vised edition. 

The purpose of the tenth edition 
of the National Formulary, as of 
earlier editions, is the establish- 
ment and publication of official 
standards for drugs. Admission of 
drugs to this edition is based on 
therapeutic value and extent of 
use. The chapters on injections and 
sterility tests have been completely 
revised and a new chapter on gen- 
eral sterilization procedures has 


been prepared. The National Form- 
ulary, compiled and edited by the 
Committee on National Formulary, 
was published by the American 
Pharmaceutical Association and 
distributed by J. B. Lippincott 
Company, Philadelphia. The price 
is $9. It is an indispensable refer- 
ence tool for the hospital pharma- 
cist. 

The fourth edition of Edna Huff- 
man’s Manual for Medical Rec- 
ord Librarians includes the latest 
thinking and practice in the medi- 
cal record field. It substitutes 


NOW! Explosion-Proof Portable 
Pumps That Are REALLY Portable! 


In Both ETHER-VACUUM and SURGICAL VACUUM Units 


AS-17 Mueller SURGICAL VACUUM 
Unit. Lightest weight explesion-proof 
suction unit. . . weighs only 34 Ibs. 
. 115-velt, 60-cycle, single phase 
AC motor and rotary pump develops 
vp to 25” (Hg.) vecuum for all surgi- 
cal purposes. Motor has thermal over- 
load protection... Base is 11” x 15” 
..» Unit has crystal gray finish, chrome 
trim .. . Quert vacuum bottle, vacuum 
gauge .. . (Both models hove specially 
designed explesion-proof switch, 3- 
wire cord) . . . Simple, quiet- 
running. Complete, each. $227.50 


Fully explosion-proof, and easily port- 
able (weighs but 36 Ibs.), this ls the 
ideal auxiliary unit for any hespitel 
. . Excellent equipment fer the 
hospital or clinic . . . 115-welt, 60- 
cycle, single phase AC motor hes ther- 
mal overload protection .. . Develops 
25” (Hg.) vecuum, pressure to 15 Ibs. 
» Compact, base is 11% 15”... 
Crystal gray finish, chrome trim... 
Hes quert vecuum bottle, pint ether 
jor, vecuum end pressure gauges... 
Specify Mueller AS-18 ETHER- 

VACUUM Unit. Each... $242.50 


PROMPT DELIVERY ON THESE MODELS 


Both Guaranteed Quality Equipment 
By The Pioneer Manufacturers of Ether-Vacuum Equipment 


330 SOUTH HONORE STREET 


CHICAGO 172, ILLINOIS 


Branches Now In 


DALLAS, TEXAS 


ROCHESTER, MINN. 


HOUSTON, TEXAS 
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standards of the Joint Commission 
on Accreditation of Hospitals for 
those of the American College of 
Surgeons and includes discussion 
of the gradations of medical record 
personnel. The current interest in 
medical audit procedures makes 
this expanded chapter especially 
valuable. A comprehensive bibli- 
ography and a list of basic medical 
library periodicals and books are 
found in the appendices. The book 
is published by Physicians’ Record 
Company of Chicago. It costs $9.75. 

The eight years between the first 


edition of Lesnik and Anderson's 
Nursing Practice and the Law and 
the present 1955 edition witnessed 
important achievements in the field 
of nursing legislation. Among these 
have been the licensing of practical 
nurses, a movement for mandatory 
licensing, an increasing number of 
court cases involving nurses, revi- 
sion of nursing practice acts and 
activities of the American Nurses’ 
Association. This second edition, 
published by Lippincott, is avail- 
able at $6. The book is of value to 
hospital administrators, trustees, 


in gprogpaviy coaled 


ore 


> +4 


“For @ product to be designated as ‘sterile’, the process for making 
it must assure sterility ot all times.”’ “Steam processing of petrola- 
tum gouze cannot be relied upon to produce a sterile product.”’ 
The sterility of Vaseline’ Petrolatum Gouze is assured by the 
unique process employed in its manufacture and is preserved by its 


packaging in properly sealed aluminum f 


oil envelopes 
Available from your vival source of supply in strips of, 1” x 36”; 


3” « 36"; 6° 36"; and = 18". 


| Am A Phare. 196-119, 1964 


W Drug Stenderds 27.904, 1964. 


physicians and legal counsels of in- 
stitutions and agencies rendering 


- nursing services and of nursing or- 


ganizations. 

Recommended for the adminis- 
trative library is the sixth edition 
of Scientific and Technical Socie- 
ties of the United States and Can- 
ada, published by the National 
Academy of Sciences-National Re- 
search Council, Washington, D.C. 
For more than 1,500 United States 
and 200 Canadian societies, data 
are given on officers, history, pur- 
pose, membership, meetings, li- 
brary and publications. The price 
of this helpful directory is $7.50. 

Premature Infants: A Manual for 
Physicians, a 1948 Children’s Bu- 
reau publication by Dr. Ethel C. 
Dunham, has become a medical 
classic. The second edition, pub- 
lished in 1955 by Hoeber-Harper, 
gives comprehensive and current 
coverage to all aspects of prema- 
turity, including public health con- 
siderations which were not in the 
earlier edition. The hospital ad- 
ministrator will find much valu- — 
able information in sections on 
hospital care and in the appendix: 
such items as “Certification of Live 
Birth and Fetal Death” and “Spe- 
cial Standards and Recommenda- 
tions for Hospital Care of Prema- 
ture Infants,’ reprinted from the 
American Academy of Pediatrics’ 
1954 publication. This book is also 
recommended for the clinician, re- 
search worker, pediatrician, obste- 
trician, for public health authori- 
ties and nurses. The price is $8; the 
address of the publisher is 49 E. 
33rd St.. New York 16.—HELEN 
YAST. 


Educators who have been col- 
lecting up-to-date tables and nu- 
tritional data will welcome the 
revision of Nutrition and Diet 
Therapy, by F. T. Proudfit and 
C. H. Robinson. Among other ad- 
ditions, it contains the revised 
National Research Council “Rec- 
ommended Allowances,” the com- 
position of common portions of 
food, from the U.S.D.A. Handbook 
No. 8, and tables of new figures for 
sodium and potassium content of 
foods. Price is $5.25; this 11th edi- 
tion is available from Macmillan, 
New York. 

To develop broad and mature in- 
terest in nutritional problems, the 
revision of the chapter on protein 
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deficiencies includes a discussion of 
the widespread problem of kwash- 
iorkor (malignant malnutrition). 
Revised chapters on diet therapy 
keep pace with new scientific find- 
ings. Metabolic and other disturb- 
ances are now largely controlled 
by antibiotics or hormone therapy 
and emphasis is on adequate nutri- 
tion. 

New theories are presented as 
theories. The danger of dietary re- 
striction as well as the therapeutic 
effect is stressed. Sympathetic un- 
derstanding of the dietary patterns 
of other cultures is aimed at in the 
enlarged chapter covering this 
problem. 

For schools of nursing upholding 
the tradition that “the nurse should 
be able to plan, prepare and serve 
simple nourishing meals,” the text 
uses 85 pages in “Elementary 
Cookery.’ Some facts about food 
are given for those educators who 
emphasize knowledge in food tech- 
nology. New information about 
frozen foods is included. 

An extensive bibliography will 
be valuable to the students who 
wish to engage in research reading. 
A shorter and more specific table 
of contents, together with the in- 
dex, makes this text an easy refer- 
ence book for the desk of anyone 
in the medical or dietary field. 
STELLA WUERFFEL, nutrition in- 
structor, Michael Reese Hospital 
School of Nursing, Chicago. 


Auxiliaries manual 


PLANNING EDUCATIONAL PROGRAMS FOR 
HOSPITAL AUXILIARIES. Chicago, 
American Hospital Association, 
1955. 32 pp. $1.50. 


This manual condenses much 
practical information such as sug- 
gestions for the dedication of a new 
building, planning an employees’ 
party and staging one of the more 
unusual attractions, the panel dis- 
cussion—which can result in a dull 
affair unless each detail is given 
consideration. 
| The full value of the manual will 

best be realized by the auxiliary 
chairman who reads it carefully 
before planning the year’s activi- 
ties, checks particular interests and 
then outlines a tentative schedule. 
After a conference with her ad- 
ministrator, who can greatly as- 
sist in suggesting topics and par- 
ticipants from his departments, she 
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will be prepared to complete the 
program. 

The wealth of material available 
today should challenge any auxil- 
iary, and when skillfully presented 
it serves as another means for cre- 
ating good public relations for the 
hospital. MARGARET H. SNYDER, 
chairman, Committee on Hospital 
Auxiliaries. 


Johnny visits again 


A sequel to Johnny Goes to the 
Hospital (reviewed in the Feb- 


ruary 1954 issue) is now available 
through the Public Relations De- 
partment of the Children’s Medical 
Center, 300 Longwood Ave., Bos- 
ton 15, Mass. Entitled Johnny 
Visits His Doctor, this 32-page 
booklet’s purpose is to familiarize 
the child with what it is like to 
visit a doctor's office. The author, 
Mrs. Josephine Abbott Sever, and 
the illustrator, Mary Stevens, 
again have collaborated in pro- 
ducing an informational service, 
valuable to parents and children. 
The price is 50¢. 


“I know B. F. Goodrich gloves are thin enough to see through — 
but this is no job for a clockwatcher.” 


B. F. Goodrich surgeons’ gloves are 
tissue-thin—-thinner, in fact, than the 
skin they cover. Made by the patented 
Anode process in a single, strong 
layer of purest latex, these gloves keep 
a surgeon's touch almost as sensitive 
as it would be without gloves. 


And B. F. Goodrich gloves are more 
than just strong--they are uniformly 
orton, No weak spots between fingers 

no heavy spots at hingertips. What's 
more, comfort is these 


tapered finger gloves. Backs are full 


for free action, Wrists are snug fitting. 
They are made in a full range of accu- 
rate sizes from 6 to 10--and come in 
brown, white and the new hospital 
green color. 


Remember, too, that B. F. Goodrich 


makes a ‘Special purpose’’ glove for 
doctors who are allergic to ordinar 
rubber gloves. Order B. F. Goodsich 
or 

Goodrich Company, Sundries Sales Depart- 
ment, Akron 18, Obie. 


\Ospital supply dealer. The B. 


B. F. Goodrich “Miller” Brand Surgeons’ Gloves 


| 
| 
= ef é os 
| 


Harry D. ALTMAN, administra- 
tive assistant at Milwaukee County 
Hospital, has been appointed as- 
sistant administrator of the Com- 
munity Hospital of San Mateo, 
County, Calif. 

Mr. Altman is succeeded by 
KENNETH JAMES SHOULDICE, Mr. 
Shouldice is a graduate of the 
Northwestern University course in 
hospital administration. 


@ GLENN V. BAILEY, assistant to 
the director of Harper Hospital, 
Detroit, has been appointed as- 
sistant director of Niagara Falls 
(N.Y.) Memorial Hospital. He is 
a graduate of the Columbia Uni- 
versity course in hospital admin- 
istration. 


® Lewis E. Bates has been ap- 
pointed administrator of Crisp 
County Hospital, Cordele, Ga., suc- 
ceeding ELINoR WARING, Mr. Bates 
is a graduate of the University of 
Georgia course in hospital admin- 
istration and was formerly a field 
representative, division of hospital 
services, Georgia Department of 
Public Health. 


@ Exnest L. Biss, administrator 
of Jackson- 
Madison Coun- 
ty General Hos- 
pital, Jackson, 
Tenn., has been 
appointed ad- 
ministrator- 
consultant of 
the Suburban 
Center Hospital, 
Cleveland, Ohio, 
which is at pres- 
ent in the de- 
signing and planning stage. 


® Josern B. Bounpbs, M.D., man- 
ager of the Veterans Administra- 
tion Hospital, Jefferson Barracks, 
Mo., has been appointed manager 
of the VA Hospital, Roanoke, Va. 
He succeeds CHARLES W. GRADY, 
M.D., who retired. 


@ Enpre K. Brunner, M.D., man- 
ager of the Veterans Administra- 
tion Hospital, Manchester, N. H., 
has been appointed manager of 
the VA Hospital, Bronx, N. Y. Dr. 
Brunner succeeds Jonn G. Hoop, 
M.D., who recently was named VA 
area medical director in Columbus, 
Ohio. 
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Pui. CARTER, administrator of 
Bataan Memorial Methodist Hos- 
pital, Albuquerque, N. Mex., has 
been appointed administrator of 
the Methodist Hospital, Lubbock, 
Tex. 


@ FRANK J. De Scipio, administra- 
tive assistant at Memorial Center 
for Cancer and Allied Diseases, 
N. Y., has been named assistant 
superintendent of Manhattan Eye, 
Far and Throat Hospital, N. Y. 
Mr. De Scipio is a graduate of the 
Columbia University course in hos- 
pital administration. 


@ CHARLES D. D’SPAIN, adminis- 
trator of Cody (Wyo.) Hospital, 
has been appointed administrator 
of Carlsbad (N, Mex.) Memorial 
Hospital. 


@ RoLAND B. Enos, administrator 
of Cedar Valley Hospital, Charles 
City, lowa, has been appointed 
administrator of Schoitz Memorial 
Hospital, Waterloo, lowa. Mr. Enos 
is a graduate of the Washington 
University course in hospital ad- 
ministration. 


Ropert L. FEeIL, assistant admin- 
istrator of St. Luke’s Hospital, 
Newburgh, N. Y., has been ap- 
pointed administrator of Cornwall 
(N.Y.) Hospital. 


HOWARD T. Frep.er, M.D., super- 
intendent Retreat State Hospital, 
Hunlock Creek, Pa., has been ap- 
pointed superintendent of the Al- 
lentown (Pa.) State Hospital. 


@ Hupert Fockuer, M.D., has been 
appointed superintendent of 
Athens (Ohio) State Hospital. 


Evetyn GuLuM, R.N,, has been 
appointed administrator of Tri- 
State Memorial Hospital, Bowman, 
N. Dak., for which the Episcopal 
Church has resumed responsibility. 


@ Davin A. JOHNSON has been ap- 
pointed administrative assistant at 
Miami Valley Hospital, Dayton. He 
is a graduate of the University of 
Chicago program in_ hospital ad- 
ministration. 


HowarD R. JONES, assistant 
superintendent of the Hartford 
(Conn.) Municipal Hospital and 
Health Center, has been appointed 


administrator of Memorial Hospi- 
tal, Logansport, Ind. 


@ Joun W. KADLEC has been ap- 
pointed administrator “of Durham 
Young Hospital, Leesburg, Fla. He 
succeeds HAROLD W. GALT who has 
gone into private business. 


@ Ropert L. LAWwILL, M.D., health 
commissioner of Adams County, 
succeeds Mr. Wilks at Adams 
County Hospital. 


@ Jonn W. assistant ad- 
ministrator of 
Sequoia Hospi- 
tal, Redwood 
City, Calif., has 
been appointed 
administrator of 
Lillian Collins 
Hospital, Tur- 
lock, Calif. Mr. 
Kludt is a grad- 
uate of the Uni- 
versity of Cali- 
fornia course in 
hospital administration. 


MR. KLUDT 


BERNARD McCartTuy has been 
named administrative assistant in 
charge of outpatient service at 
Pennsylvania Hospital, Philadel- 
phia. Mr. McCarthy is a graduate 
of the University of Toronto School 
of Hospital Administration. 


@ WILLIAM K. MELTON, business 
manager of Granville Hospital, 
Oxford, N. C., has been appointed — 
superintendent of Wallace Thom- 
son Hospital, Union, S. C. 


® JaMEes H. Moss, administrator 
of Audrain Hospital, Mexico, Mo., 
has been appointed director of 
Riverside Hospital, Toledo, Ohio. 
Mr. Moss is a graduate of the 
Northwestern University program 
in hospital administration. 


@ ORVILLE PICK, administrator of 
the Paul Oliver Memoria! Hospital, 
Frankfort, Mich., has been ap- 
pointed administrator of the Sauk 
Prairie Memorial Hospital, Prairie 
du Sac, Wis. 


Hopart A. ReEIMANN, M.D., has 
been appointed medical director of 
Binghamton (N.Y.) City Hospital. 
For the past three years, Dr. Rei- 
mann was a visiting professor in 
the Medical School of the American 
University, Beirut, Lebanon. He 


was a pioneer in describing viral 
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Heres the Soap thatt 


We asked hospitals— just like yours— what features you would suggest for the 
perfect toilet soap. You said you wanted specially sized cakes . . . a special 
fragrance ... a hard-milled economical soap. And here it is—Colgate’s BEAUTY 
WHITE! The soap you asked for—and helped us create. Make your next order 
BEAUTY WHITE. Your patients will appreciate it. You'll save money! 


Packed unwrapped for your convenience. 1/2 oz.—300 in case, 3 oz.—144 in case. 
Also available wrapped in size only— 1,000 in case. 


* FINEST QUALITY SOAP * GIVES ABUNDANT LATHER IN ALL TYPES OF WATER * UTMOST IN ECONOMY 
* SAME BASE—SAME PLEASING FRAGRANCE—AS COLGATE’S FLOATING SOAP 


And For Your Private Pavilion Mild FREE! New 1956 Handy Soap and Syn- eam 


and Gentle Palmolive Soap in its famous green thetic Detergent Buying Guide. Tells you 
wrapper. Quick lathering, meets highest hospital the right product for every purpose. Ask 
standards for purity, mild and easy on the skin. your C.P. representative for a copy, or 
Write for sizes and prices. write to our Industrial Department. 


Colgate-Palmolive Company 


Jersey City 2,N. J. + Atlanta 5,Ga. + Chicago 
Kansas City 5, Kans. Berkeley 10, Collf. 
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pneumonia and also has taught 
medicine at schools in the United 
States and China. 


Sister M. Bonrcia, 8.8SJ., has 
been appointed administrator of 
Spencer Hospital, Meadville, Pa., 
succeeding Sister ANNUNCIATA. 


@Sistexr M, Conunevia, O.S.B., di- 
rector of nurses at Benedictine 
Heights Hospital, Guthrie, Okla., 
has been appointed administrator 
of the hospital. 


Sister M, Cornevia, R.N., ad- 


ministrator of Ellinwood (Kans.) 
District Hospital, has been named 
administrator of St. Anthony Hos- 
pital, Dodge City, Kans. She suc- 
ceeds Sister M. BeRTRAND. 


® Sister M. Dionysia, R.N., asso- 
ciate director of nursing service, 
Santa Rose Hospital, San Antonio, 
has been appointed administrator 
of St. John’s Hospital, San Angelo, 
Tex. 

@ SISTER IRENE, assistant adminis- 


trator and operating room super- 
visor of Carney Hospital, Boston, 


OFFERING ALL ADVANTAGES — PLUS ECONOMY 


MATEX (white) and MASSILLON Latex (brown) surgeons’ gloves ore | 


economical to use—regardiess of original cost. This is true because: 
@ MATEX and MASSILLON Latex gloves are made 


‘from pure, virgin latex. Thus the 
effects of repeated autoclaving—an 


resist the adverse 
last longer. 


@ Exclusive KWIKSORT permanent and indestructible 
size markings speed sorting and pairing—reduce labor costs. 


@ And they are anatomically desi 
provide comfort and bare-finge 


greeter econemy 
setisfection — get 
 MATEX end MASSILLON 
surgical gloves 
 frem yeur hespite!l sup- 
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ed for perfect fit-——to 
tactility. 


THE 
MASSILLON RUBBER COMPANY 


MASSILLON, OHIO 


has been appointed administrator 
of Our Lady of Lourdes Memorial 
Hospital, Binghamton, N. Y. She 
succeeds SISTER CELESTE who has 
gone to Seton Institute in Balti- 
more. 


Sister M. PuHILOMENE, D.D.R., 
has been appointed administrator 
of Weston County Memorial Hos- 
pital, Newcastle, Wyo. She was 
assistant administrator of the hos- 
pital and succeeds SISTER M. MAr- 
GARET, the hospital’s first adminis- 
trator. 


@ GeorGe A. STARR has been ap- 
pointed administrator of Wild Rose 
(Wis.) Hospital. 


TAYLOR, assistant. commis- 
sioner at the Department of Men- 
tal Health, State of Tennessee, in 
Nashville, has been appointed ad- 
ministrator of the Orange (Tex.) 
Memorial Hospital, now under con- 
struction. Mr. Taylor is a graduate 
of the Northwestern University 
course in hospital administration. 


@ WILSON TURNER, administrator 
of Mississippi Baptist Hospital, 
Jackson, has been appointed asso- 
ciate administrator of Memorial 
Hospital, Houston, Tex. He is suc- 
ceeded by PAUL J. Pryor who had 
been assistant administrator of 
Arkansas Baptist Hospital, Little 
Rock. 


@EARLE S. WILKS, administrator 
of Adams County Hospital, West 
Union, Ohio, has been appointed 
administrator of the McCullough- 
Hyde Memorial Hospital, Oxford, 
Ohio, which is under construction. 


CHARLES H. YEATES succeeds Mr. 
Pick at Paul Oliver Memorial Hos- 
pital. Mr. Yeates was a hospital 
administrator in England prior to 
coming to this country. 


Deaths 


@ CRAWFORD NORBERT BAGANZ, 
M.D., manager of the Veterans Ad- 
ministration Hospital, Lyons, N. J., 
died at the age of 50 in Lyons. Dr. 
Baganz was a former head of the 
department of psychiatry at the 
University of Arkansas. 


@ P. Goprrey SAVAGE, director of 
the Niagara Falls (N.Y.) Memorial 
Hospital from 1922 to 1953, died 
December 6, in Clearwater, Fla. 
Mr. Savage was a former president 
of the New York State Hospital 
Association and a fellow of the 
American College of Hospital Ad- 
ministrators. 
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Ms HOSPITALS have graphs or 
charts indicating the func- 
tions of all departments with solid 
lines of distinct authority. How- 
ever, the longer one works in the 
hospital the more aware she be- 
comes of the invisible lines be- 
tween departments. At Multnomah 
County Hospital, Portland, Ore- 
gon, we have a group of custodial 
workers whose duties are, in part, 
floor, window and wall care. Our 
seamstresses repair linen, design 
and make obstetrical and surgical 
drapes and other articles of linen 
used in hospitals. In these areas 
especially we feel we have made 
a great deal of progress in work- 
ing closely with the nurses. We 
also employ domestic workers who 
are responsible for the general 
cleaning of the nurses’ home and 
the delivery of linen to the ward 
linen closets. In addition to this 
housekeeping personnel, the nurs- 
ing service employs maids who 
are responsible for the cleaning 
of the patient units consisting of 
bed and bedside stand, and some 
of the other equipment used in 
patient care. 

Unfortunately we sometimes be- 
come so absorbed in the routine 
duties of our own department that 
we lose sight of our ultimate goal, 
which should be the improvement 
of patient services. Housekeeping 
employees are as much a part of 
the health team as the employees 
giving actual bedside care. We 


Gale Rankin is director of nursing service 

at the 310-bed Multnomah County Hospi- 
tal, Portland, Oregon, an affiliate of the 
University of Oregon Medica! School Hos- 
pitals and Clinics. Mrs. Rankin was for- 
merly executive housekeeper at the hos- 
pital. This article is adapted from a speech 
presented by Mrs. Rankin at the Oregon 
Association of Hospitals meeting in Octo- 
ber 1955. 
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the housekeeper is 
on the patient's team, too! 


by GALE RANKIN, &.N. 


have found helpful fhe following 
three methods of codrdinating 
housekeeping with patient care: 
® Patient-centered orientation of 
the housekeeping staff. 
Cooperative planning of spe- 
cial procedures with the nurs- 
ing staff. 
Cooperative problem solving 
with the other hospital de- 
partments. 
Patient-centered orientation of 


In the hospital of today many 
workers must necessarily do jobs 
that are far removed from actu- 
al bedside care. Unobtrusively, 
these people contribute a good 
deal to the high quality of pa- 
tient care found in our hospitals. 
Dr. Clement C. Clay, writing in 
the October 1955 issue (p. 138), 
has emphasized the important 
contributions toward improved 
patient care made by the de- 
partment of plant operation and 
plant maintenance. The house- 
keeping department, too, as Mrs. 
Rankin points out in this article, 
plays a vital role on the hospital 
health team. 


the housekeeping staff means mak- 
ing the staff aware they are an 
important part of the health team 
working to provide the best pos- 
sible over-all patient care. In 
showing custodial workers or jani- 
tors the importance of their part 
in patient care it is helpful to point 
out that when people are ill, they 
are more sensitive to drafts, noise, 
odors, or whatever may seem an 
interruption of their rest. A cus- 
todial worker who carries out his 
duties efficiently and quietly is 
contributing to the patient's physi- 
cal health and well-being by pro- 
viding a clean environment and 


by not disturbing him unneces- 
sarily. 

It is very simple to explain to 
a domestic worker the importance 
of prompt linen distribution. Tell 
her that the patients’ baths are 
given early and their beds are 
changed at this time and that if 
her linen is late it delays the pa- 
tients’ a.m. care. 

If you will point out to your 
seamstresses how poorly-mended 
linen can cause a great deal of 
discomfort to a patient who has 
to lie on it, they will probably 
show improvement in their work. 

Throughout the working day 
there are many opportunities to 
do situational teaching of how your 
employees’ work codrdinates with 
patient care. The custodian who 
is looking at his work in this light 
will be anxious and willing to in- 
terrupt his routine duties to de- 
liver special equipment such as 
oxygen tents, stretchers or shock 
blocks for the nurses when re- 
quested to do so. If Mrs. Smith's 
doctor orders a treatment to be 
carried out for her at the time 
the custodian usually sweeps the 
floor, he will adjust his schedule 
without becoming disgruntled. He 
will realize it is not lack of con- 
sideration for him but considera- 
tion for the needs of the patient 
that necessitates these changes. 

Time should be taken to explain 
to employees specifically how their 
work has helped the patients. Re- 
cently we received two new ortho- 
pedic fracture frames. Before the 
seamstresses were assigned to 
make the covers for these frames 
they were given an explanation 
and demonstration of their use, 
with one worker acting as the pa- 
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tient. Disadvantages of the covers 
we had been using were pointed 
out to them. 

With this background informa- 
tion they designed the new covers 
that are much easier for the nurses 
to put on the frames and are ex- 
tremely comfortable. I took one of 
the seamstresses with me to see a 
patient who had been on an ortho- 
pedic fracture frame with the old- 
type cover and had recently been 
placed on the new cover the seam- 
stresses had made. The patient said 
she was much more comfortable, 


and the knowledge that they had 
contributed to the comfort of the 
patient gave the workers a feel- 
ing of job satisfaction. 

The second aid in codrdinating 
housekeeping with patient care is 
to give the nursing staff an oppor- 
tunity to help with the planning of 
special procedures, such as wall 
washing. In our hospital, and I 
imagine in many others, it is nec- 
essary to move the patients into 
the hall to wash the ceiling an 
walls of the wards, After deciding 
which ward to do, I asked the 


sound investment! 


Safety Council. 


Cost is $10.00. 


For details: 


BE SAFE AND SOUND 


Sound out for safety in your hospital! Whether your hospital is 
large or small, you need a safety program. Safety first measures 
can lower insurance rates and drive away the worry bug. Make 
your hospital truly a haven of safety, increase efficiency, improve 
public relations and morale with a safety program. Safety is a 


FOR SAFETY’S SAKE the American Hospital Association 
offers its members four helps: 


HOSPITAL SAFETY MANUAL, published jointly with the National 
Detailed information on hospital safety procedures 
is given. An effective guide for starting a safety program, it includes 
essential aids for departments. Cost is $2.00. 


DEVELOPMENT OF FIRE EMERGENCY PROGRAMS, the manual! to 
help you develop a standing emergency program. Cost is $1.50. 


SAFETY INSTITUTES AND WORKSHOPS, held annually for anyone 
concerned with hospital safety. Studied are all aspects of safety in 
the hospital, its relation to insurance costs and claims, operating costs, 
employee attitudes and public relations. 


HOSPITAL SAFETY SERVICE, sponsored by the AHA and published 
Subscribers receive basic material 
and techniques for a sound, practical safety program. Included are a 
News Letter, cards, posters, technical papers, releases, the Hospital 
Safety Manual, patient leaflets, report forms and analysis charts. 


by the National Safety Council. 


AMERICAN HOSPITAL ASSOCIATION 
18 EAST DIVISION STREET 
CHICAGO 10, ILLINOIS 


head nurses to indicate the rooms 
that can be done at that time with 
the least disturbance to patient 
care. 

This type of planning avoids dis- 
harmony that can result if the 
housekeeper makes the decision. 
She may start to work in a room 
that is to receive post-operative 
patients or cause other unnecessary 
inconvenience to the patients or 
nursing staff. The nurses are as 
anxious to have a clean environ- 
ment for the patients as the house- 
keeper and will do all they can 
to promote this as long as it does 
not interfere with patient care. 
In a patient-centered housekeep- 
ing department the objectives of 
the nurses and the housekeeper 
are in harmony. 


Much benefit to the housekeep- 
ing department can be derived 
from asking the nurses to give 
suggestions concerning housekeep- 
ing practices. Many times these 
suggestions can save the depart- 
ment much time and help to give 
greater service to the patient. For 
example, if nursing service super- 
vises the ward maids and the 
housekeeping department super- 
vises the custodial workers, a com- 
parison of the job descriptions may 
show areas of duplicated effort 
or areas of omission. A study of 
this kind can benefit both depart- 
ments and improve the patient's 
environment. 

Working on problems together 
keeping the improvement of pa- 
tient service in mind eliminates 
the feeling that the ultimate end 
is to place blame for problems 
rather than the more constructive 
approach of helping each other 
solve them. The housekeeper 
should attend staff or head nurse 
meetings whenever invited as it 
will give her a greater awareness 
of ways her department can con- 
tribute to patient care. It will also 
give the nurses an appreciation of 
the contribution made by the 
housekeeping department. Ask the 
nurses’ assistance in teaching spe- 
cial techniques such as procedures 
to be observed when cleaning iso- 
lated areas. Stress the importance 
of strict observance of these pro- 
cedures by your workers for the 
protection of the patients and 
members of the staff. . 
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NEWS 


Veterans Administration Rejects 
Hoover Commission Proposals 


The Veterans Administration has 
rejected a series of Hoover Com- 
mission recommendations aimed at 
saving $157 million a year. 

VA told Congress in a special 
report that the Commission’s pro- 
posals either were impractical, un- 
wise, unwarranted or based on 
“misapprehension” of the facts. 
There were a few exceptions. 

Veterans Administrator H. V. 
Higley made the analysis at the 
request of Chairman Olin E. 
Teague (D-Tex.) of the House 
Veterans Committee. * 

To a Commission proposal that 
19 VA hospitals be closed, the 
agency replied that “such sweep- 
ing action is not justified at this 
time.” In reply to a recommenda- 
tion that indigent veterans ad- 
mitted to government hospitals be- 
cause they can’t afford private care 
be required to pay later if able, 
VA said this raised “a serious 
question” as to whether the gov- 
ernment should operate hospitals 
for pay in competition with private 
institutions. 

The agency backed a recom- 
mendation, however, that the gov- 
ernment develop a voluntary con- 
tributory medical insurance 
program for government workers, 
using a pool of private health in- 
surance firms. 


Floods Force Hospital Evacuation 


PATIENTS \above) were evacuated from 90-bed Yuba County Hespitel te auditerium of 
Pacific Gas and Electric building. Rideout Memorial Hospital moved inte a hotel.—U? Telepheote 


Early Saturday, December 24, the rampaging Feather River smashed 
through levees at Yuba City, Calif. More than 50 lives were lost. More 
than 10,000 were left homeless, and preliminary estimates have put 


the damage near $100 million, 


At Marysville, across the river, 50-bed Rideout Memorial and 90- 


bed Yuba County hospitals evacu- 
ated patients and established tem- 
porary hospitals in other, “safer” 
buildings. Patients were evacuated 
from 25-bed Fremont Hospital, in 
the stricken area, to safety in 
Marysville. 


WASHINGTON REPORT 


Details on the Administration’s 1956 health program won't come 
down until the President spells them out in a special health message 
to Congress later this month or in early February. 

Until then, the December 20 press conference by Health, Edu- 
cation and Welfare Secretary Folsom gives the best official view- 


point of what the Administration 
plans in the health field for the 
second session of the 84th Congress. 

At that time the Secretary said, 
in a prepared statement: 

“| This Administration will 
recommend to Congress a new pro- 
gram of federal assistance to medi- 
cal and dental schools and non- 
profit research institutions for 
construction of research, training 
and teaching facilities. Federal 
grants would be administered by the 
Public Health Service and would 
be matched by the institutions. The 
combined funds should help ma- 
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terially in meeting the need for 
more research facilities and for 
training more physicians, dentists 
and scientists for medical research. 
Funds would be allocated through- 
out the nation on the basis of 
the most worthy applications re- 
ceived from institutions. .. .” 

Excerpts from the question-and- 
answer period of the press confer- 
ence are indicative of the size and 
type of program which will be 
incorporated in the President's 
health message. 

(Continued on page 86) 


The following account, based on 
information from Fred W. Moore, 
Rideout’s administrator and pres- 
ident of the California Hospital 
Association, describes his hospital's 
activities during the crisis and 
touches on those of the others. 


Friday morning, December 23, 
swelling waters of the Yuba and 
Feather Rivers, junctioning at 
Marysville, pressed against their 
levees. Marysville—18 feet below 
river level under normal condi- 
tions—-held its breath. 

The military was alerted, Hos- 
pitals, coéperating with local civil 
defense authorities, scrapped pre- 
vious disaster plans aimed at car- 
ing for casualties from the coast in 
event of an atomic attack. New 
ones were hurriedly drawn up, to 
deal with the crisis at home. 

The water level edged upward. 
Vulnerable Marysville was ordered 
evacuated. Rideout Hospital-—act- 
ing on civil defense orders—-moved 
patients, food, water and essential 
iterns up to the second floor of our 
three-story building. 

In the Marysville city hall, a 
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jocal physician set up the civil de- 
fense coérdinating bureau for med- 
ical personnel, He was well known 
to us and had worked with civil 
defense the past two years. He 
came out to the hospital, and we 
sat down to sketch out possible 
courses of action, if and when. . 
Sometime after noon, I believe, 
engineers told us a break in the 
Marysville levee—if it came at the 
crest-—-would put more than three 
feet of water into our second floor. 
Civil defense ordered complete 
evacuation of both Rideout and 
Yuba County hospitals. Yuba 
County moved to the Pacific Gas 
and Electric auditorium, on high 
ground, Rideout was ordered to the 
six-story Marysville Hotel. 


Evecuation for us began at 2 p.m. 
By 3:30, our 28 patients were safe 
in the hotel. We had set up a 
whole emergency operating room 
with portable lights, a power 
source and all necessary supplies. 
We had on hand 500 gallons of 
water, should city supplies be con- 
taminated, We had medicine, Cole- 
man lanterns and candles. We had 
made feeding plans in coéperation 
with the hotel kitchen, and had 
cold staples on hand should power 
and gas failure mean no heat for 
cooking. A supply of paper cups 
and plates was brought in. 

Our blood bank had been moved 
to the hotel, Even with a refriger- 
ation failure we calculated the 
blood would be good for 12 to 14 
hours. 

With these preparations made, 
we now moved as many as possible 
of our vital records to safety. 

Throughout the entire evacua- 
tion, Red Cross provided transpor- 
tation in civilian station wagons 
and trucks. Supplies built up in 
our temporary quarters as civil de- 
fense requisitioned needed mate- 
rials. Merchants threw open their 
doors, 

We later learned Yuba County 
Hospital had had similar experi- 
ences in its evacuation to the audi- 
torium, 

The moves were made with no 
apparent harm to patients, person- 
nel or equipment. 


The break, when it came, buried 
Yuba City under from 4 to 15 feet 
of water. The first surge smashed 
stores and homes, tore out com- 
munications, contaminated the wa- 
ter supplies and drove thousands 
out into the cold—including the 
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THIRD TERM FOR DR. SCHEELE— 


Nominate Dr. Coggeshall for HEW Post 


Dr. Lowell T. Coggeshall, University of Chicago biologist, has been 
chosen by President Eisenhower as special medical and health affairs 
assistant to Health, Education and Welfare Secretary Folsom. 


Announcement was made De- 
cember 30. The temporary White 
House in Key West said Mr. Eisen- 
hower will send Dr. Coggeshall’s 
nomination to the Senate for con- 
firmation. He would succeed Dr. 
Chester S. Keefer, who resigned 
recently. 

Since 1947, Dr. Coggeshall has 


DR. COGGESHALL DR. SCHEELE 


been dean of the University of Chi- 
cago’s Biological Sciences Division. 
He will draw a leave of absence 
from the University if the nomina- 
tion is confirmed, 

In a prepared statement, Secre- 
tary Folsom said: 

“Dr. Coggeshall is one of the 
nation’s outstanding medical lead- 
ers. He has a distinguished record 
in medical research, teaching and 
administration. His skill and ex- 
perience will be invaluable assets 
in the months ahead when impor- 


tant policy issues in the health field 
will be under active consideration.” 


PRAISES SURGEON GENERAL 


In another personnel develop- 
ment et HEW, Secretary Folsom 
has announced his intention to re- 
appoint Surgeon General Leonard 
A. Scheele when Dr. Scheele’s 
four-year term expires in April. 
The reference was made during 
Folsom’s December 20 press inter- 
view, where he was unequivocable 
in his praise for the surgeon gen- 
eral. 

Dr. Scheele was nominated for 
the post early in 1948, to succeed 
Dr. Thomas Parran. The appoint- 
ment was confirmed by the Senate 
on February 25 of that year, and 
he took over his duties April 6. 

He was reappointed in 1952. 

Dr. Scheele, 48, has devoted his 
entire professional life to public 
health. He joined the Public Health 
Service in 1934 following gradua- 
tion from Wayne University, De- 
troit. He served the Office of Civil- 
ian Defense during World War II, 
with two years in Europe on loan 
to the United States Army. 

In 1947 he was named director 
of the National Cancer Institute 
and assistant surgeon general of 
the PHS, posts he held until his 
1948 appointment. 


9.000 or so who had evacuated 
Marysville earlier. 

Power cut off in Marysville was 
restored 30 minutes later. There 
was no other disruption in services 
except telephone; cables were 


‘swept away with a bridge linking 


the communities. 

Military forces moved in, and 
helicopters searched the flooded 
area for casualties. Rideout’s park- 
ing lot was converted into a heli- 
port. 

A civil defense radio network 
with headquarters in City Hall 
filled the void in communications. 
Beale Air Force Base, eight miles 
away, supplied radios and opera- 
tors. The Yuba City radio station, 
on high ground, continued in oper- 
ation, 

In the first hours after the dis- 
aster, our emergency load was 
light. Four doctors arrived from 
Sacramento, 45 miles to the south. 
Extra nurses came in from sur- 


rounding communities. There was 
no need for additional volunteers. 
We actually got in each other's 
way for a while until our plans 
were fully functioning. 

Survivors, when they came to 
our emergency room, were largely 
shock and immersion cases. We 
checked them, gave them stimu- 
lants and put them to bed. 

Emergency care did not pose a 
serious problem for us, although 
patients came in so fast during one 
brief period that no names were 
taken. 

By radio, we learned that neither 
hospital in Yuba City was smashed 
by the flood; but 25-bed Fremont 
Hospital, had been temporarily 
knocked out by a flooded cellar. 
Power was off, water contaminated 
and food supplies ruined. 

Fremont’s 24 patients were evac- 
uated by Army ducks, and housed 
temporarily at Rideout. Civil de- 
fense radio completed all arrange- 
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ments for the move. Again, there 
were no apparent ill effects. 

We moved our patients, equip- 
ment and supplies back into the 
Rideout building shortly after noon 
Christmas Day. Civil Defense 
moved its coordinating bureau into 
the hospital. 


In reflection, we are gratified at 
how much we accomplished in such 
a short time. I had attended only 
three previous state civil defense 
meetings, at six-month intervals. 
The last meeting had been six to 
eight months before the flood; and 
during this meeting, as in all pre- 
vious discussions, emphasis was 
on how to care for evacuees from 
the San Francisco region in case 
of an atom bomb attack. 

We had never considered plans 
to evacuate Marysville or Yuba 
City in case of disaster. 

We are gratified also at how 
adaptable the hotel proved as a 
temporary hospital. We had plenty 
of space for patients, emergency 
facilities and personnel. We had 
an elevator to help speed our move 
into the building. We had many 
rooms available to us, all served 
by common corridors. 

Beyond the tremendous waste in 
human life and property, we still 
have some problems to meet. Many 
merchants donated goods without 
regard for payment and often 
without adequate records. When 
relief money comes in, we're going 
to have a terrible time straighten- 
ing it all out. 

Before the floods came, Marys- 
ville and Yuba City had different 
civil defense setups. The communi- 
ties lie in different counties, and a 
little intercity rivalry had built up. 
Certainly we’re going to have to 
consider better coordination. 


Michigan Association Adopts 
Policy Regarding Court Actions 


Subject to further modification, 
the Michigan Hospital Association 
will restrict its participation in 
court actions involving member 
hospitals to those affecting a “sub- 
stantial” portion of the member- 
ship. 

Further, financial assistance by 
the Association is to be provided 
only on appeal to the Michigan 
Supreme Court. 

This is the policy laid down by 
the Association's board of trustees 
during its annual meeting Novem- 
ber 16 in Grand Rapids. The 
adopted Association position reads 
as follows: 

“Subject to further modification 
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IN CHICAGO, FEBRUARY 6-7— 


Announce Program for Midyear Meeting 


A stummary of disaster planning activities will be presented by Dr. 


Dean A. Clark, consultant for the 


American Hospital Association's 


Committee on Civil Defense and director of Massachusetts General Hos- 


pital in Boston, at the opening gen- 
eral session of the AHA’s annual 
Midyear Conference for Presidents 
and Secretaries of State and Re- 
gional Hospital Associations. 
Those attending the conference, 
scheduled for February 6-7 in the 


by the board of trustees, it shall be 
the policy of the Michigan Hospital 
Association, when requested by a 
member hospital to assist it in liti- 
gation, to render assistance on the 
following basis: 

“1. The main issue of the litiga- 
tion must be one which, in the 
judgment of the trustees, is of defi- 
nite concern to a substantial por- 
tion of the Association member- 
ship. 

“2. In such cases, the services of 
the Association legal counsel will 
be available to member hospitals 
for consultation. 

“3. Financial assistance will be 
provided only on appeal to the 
Supreme Court and will be limited 
to the available resources of the 
Association, as determined by the 
board of trustees. 

“4. Decision as to whether or 
not assistance shall be given will 
be made by the Association trus- 
tees after careful consideration of 
the individual case.” 


1956 National Hospital Week 
Emphasizes Disaster Planning 


“Your Hospital... For You and 
Your Community” is the theme 
selected for this year’s National 
Hospital Week, May 6-12. 

Within the general framework of 
hospital services to the community, 
special programing and publicity 
will spotlight hospitals’ role in 
community disaster planning. Em- 
phasis falls to natural disasters, 
such as flood, fire or tornado, and 
how the hospital focuses any pro- 
gram for dealing with crisis at 
home. 

Preliminary Hospital Week an- 
nouncements already have gone to 
state, regional, territorial and 
provincial hospital associations. 
Two publications of the American 
Hospital Association's Committee 
on Disaster Planning — around 
which local programs may be de- 
veloped——are scheduled to be sent 
out as an Association membership 
service in February. 


Palmer House, Chicago, will see 
film clips of the New England flood 
disaster and hear Charles V. 
Wynne, administrator of Water- 
bury (Conn.) Hospital, describe 
how Connecticut moved to meet 
the problems caused by the ram- 
paging flood waters. 

Dr. Jack R. Ewalt, commissioner 
of the Massachusetts Department 
of Mental Health, Boston, will re- 
port to the February 6 luncheon 
meeting on activities of the Joint 
Commission on Mental Illness and 
Health. Dr. Ewalt is chairman of 
the Committee on Objectives and 
Methods of the Joint Commission. 

The first day's afternoon general 
session will be devoted primarily to 
auxiliaries. Dr. Albert W. Snoke, 
president-elect of the AHA and 
director of Grace-New Haven 
(Conn.) Community Hospital, is 
schedyled to speak on the “Forward 
Look~for Auxiliaries and Hospi- 
tals.” Homer A. Reid, executive 
secretary of the New Mexico Hos- 
pital Association and director of 
administration, Lovelace Clinic, 
Albuquerque, will present a paper 
on auxiliaries and the state hos- 
pital association. 

Following a discussion of these 
two topics, Jay W. Collins, presi- 
dent of the Ohio Hospital Associa- 
tion and executive director of the 
Euclid-Glenville Hospital, will dis- 
cuss personal membership depart- 
ments as an extension of hospital 
association leadership. 

Stuart K. Hummel, administra- 
tor of Columbia Hospital, Milwau- 
kee, discusses hospital listings as 
they relate to. state associations. 
Mr. Hummel is chairman of the 
AHA's Council on Association 
Services. 

An evaluation of national activi- 
ties relating to state associations 
moderated by Dr. Edwin L. Crosby, 
director, and Maurice J. Norby, 
deputy director of the AHA, Chi- 
cago, will close the opening day's 
business session. 


FEBRUARY 7 


The second day's morning session 
will feature a discussion on hos- 
pital-specialist relations, Dr. Cros- 
by will serve as chairman. Marion 
J. Foster, legal assistant of the 
AHA, will give a review of recent 
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developments. The situation in 
Missouri will be discussed by Dr. 
Frank R. Bradley, past president of 
the AHA and director of Barnes 
Hospital, St. Louis. Donald W. 
Cordes, vice chairman of the AHA’s 
Council on Administrative Practice 
and administrator of lowa Metho- 
dist Hospital, Des Moines, will sum 
up the situation in Iowa. 

Following the talks, a discussion 
of the points covered is scheduled. 
Dr, Karl 8S. Klicka, director of 
Presbyterian Hospital, Chicago, 
and a member of the AHA’s Coun- 
cil on Professional Practice, will 
serve as moderator. 

The morning session will also 
include a talk on hospital accredi- 
tation by Mary C. Schabinger, 
R.N., superintendent, DeEtte Har- 
rison Detwiler Memorial Hospital, 
Wauseon, Ohio, and AHA trustee. 

The balance of the morning ses- 
sion will be devoted to insurance. 
James E,. Ludlam, attorney for the 
California Hospital Association, 
will discuss California’s experience 
with a state-wide insurance pro- 
gram for hospitals, sponsored by 
the state association. The program 
of the AHA’s Committee on In- 
surance and Service will be dis- 
cussed by Ronald D. Yaw, director 
of Blodgett Memorial Hospital, 
Grand Rapids, Mich. Mr. Yaw is 
also chairman of AHA’s Committee 
on Insurance for Hospitals. 

Fred W. Moore, president of the 
California Association and admin- 
istrator of Rideout Memorial Hos- 
pital, Marysville, will moderate a 
discussion period on insurance 
following the talks by Mr, Ludlam 
and Mr. Yaw. : 


During the noon-afternoon 
luncheon meeting Tuesday, J. 
Harold Johnston, executive direc- 
tor of the New Jersey Hospital As- 
sociation, will talk on goals desired 
in the development of a statewide 
public relations program. Execu- 
tive Secretary of the Washington 
State Hospital Association, John 
Bigelow, analyzes hospital prob- 
lems confronting his state. 

A shift in geography to Wash- 
ington, D.C. takes place when Dr. 


Lucius R,. Wilson, director of 
Episcopal Hospital, Philadelphia, 
discusses planning for national 


hospital needs. Dr, Wilson is chair- 
man of the AHA's Council on Gov- 
ernment Relations. A legislative 
report on the Washington scene 
will then be presented by Kenneth 
Williamson, director of the AHA's 
Washington Service Bureau. 
Closing remarks and a summary 
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IN JEFFERSON HOTEL, ST. LOUIS— 


APHA Conference Convenes February 8 


of the two-day meeting will be 
presented by Dr. Snoke. 


Massachusetts Awards Contract 
To Blue Cross-Blue Shield Plans 


The Commonwealth of Massa- 
chusetts has awarded to Blue 
Cross-Blue Shield, as the lowest 
bidder, the contract to provide 
some 33,000 state employees hos- 
pital, medical and surgical benefits. 

Announcement was made De- 
cember 29 by Theodore W. Fabisak, 
chairman of the commission ad- 
ministering the commonwealth’s 
$4 million group insurance plan. 

The group life and accidental 
death and dismemberment insur- 
ance contracts went to eight com- 
mercial companies, who will par- 
ticipate in underwriting and 
servicing. 

Under terms of the hospital- 
medical contract, state employees 
will be provided up to 120 days 
hospitalization for each admission, 
with room and board allowances 
up to $14 a day. All employees will 
be provided with polio insurance 
up to $5,000. 


Service Workshops Featured 
At Surgical Trades Meeting 


Service workshops—keyed to the 
repair and maintenance of equip- 
ment—were featured at the recent 
American Surgical Trade Associa- 
tion semiannual meeting and tech- 
nical exhibit. 

Approximately 1,000 surgical 
supply dealers and representatives 
attended, 

During the one-day workshops, 
23 manufacturers presented a com- 
prehensive course by factory ex- 
perts on methods of repairing and 
maintaining their products. Nearly 
300 ASTA-member servicemen and 
salesmen participated. 

ASTA announces plans to en- 
large this new activity at future 
Association meetings. 


The Rev. W. Sherman Skinner 
of St. Louis and Dr. William H. 
Wood, clinical director of Nor- 
ways Foundation, Indianapolis, are 
among speakers scheduled to ad- 
dress the 1956 annual meeting of 
the American Protestant Hospital 
Association in the Jefferson Hotel, 
St. Louis, February 8-10. 

This year, a new section has been 
developed for administrators in- 
terested in APHA activities but 
whose hospitals are not church- 
affiliated. Called the “Protestant 
Interdenominational Hospital Sec- 
tion,” it meets Thursday morning, 
February 9, joins with the Asso- 
ciation of Protestant Hospital 
Chaplains Thursday afternoon and 
with the APHA Friday. 

Co-chairmen of the new section 
are Merton E. Knisely, adminis- 
trator of St. Luke’s Hospitals, and 
John W. Rankin, director of the 
Milwaukee County Institutions and 
Departments, both of Milwaukee. 

A general session and problem 
clinic are scheduled Friday morn- 
ing, February 10. Speakers include 
Bishop William T. Watkins, Meth- 
odist Church, Southeastern Juris- 
diction, Louisville, and the Rev. 
Edwin. T. Dahlberg, pastor of Del- 
mar Baptist Church, St. Louis. 

On the first two days of the 
convention, several denominational 
groups will meet in separate ses- 
sions. The Interdenominational 
Deaconess Conference meets on 
Tuesday, February 7. 

During the Friday afternoon 
business and general sessions, the 
denominational groups will report 
on meeting highlights. Frank 
Prentzel Jr., administrator of 
Philadelphia’s Methodist Hospital, 
will be installed as APHA presi- 
dent. 


National Health Council Forms 
Newrological Disability Group 


In a further effort to accelerate 
help for the ten million Americans 
who are suffering from brain dam- 
age of various kinds, the National 
Health Council announces estab- 
lishment of a special committee on 
neurological disability as one of its 
major projects for the new year. 

The action was taken at the re- 
cent New York meeting of the 
Council's Board of Directors, fol- 
lowing a report on findings and 
recommendations of the first Na- 
tional Conference on Neurological 
Disability as a National Problem, 
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held earlier at Arden House, Har- 
riman, N. Y. Five discussion groups 
at Harriman unanimously recom- 
mended continuation of the work 
started there. 

The Arden House conference, the 
first of its kind, brought together 
50 of the nation’s leading special- 
ists most directly concerned with 
various aspects of mental disabil- 
ity. Since brain damage occurs 
from many diseases and causes, the 
conference included men and wom- 
en active in voluntary health agen- 
cies, universities and community 
and government agencies, as well 
as doctors, nurses and therapists. 

Conferees discussed what is now 
being done, costs and effects, and 
steps which could be taken to 
brighten the future for the neuro- 
logically disabled. Current research 
programs were evaluated and rec- 
ommendations developed for co- 
Operative action in five major 
areas, 

These recommendations are 
scheduled for later publication. 


Crippled Children Proposals 
‘Vague,’ Says Okla. Association 


Final recommendations to the 
governor by a special committee 
studying Oklahoma's crippled 
children program have been termed 
“vague and not too significant” 
by the Oklahoma State Hospital 
Association. 

“We feel that neither side won 
a clear-cut victory,” added an As- 
sociation spokesman. He predicted 
the controversy may go to the state 
legislature for clarification. 

The study committee was ap- 
pointed by the governor this past 
summer following announced in- 
tentions of the Oklahoma Commis- 
sion for Crippled Children to ear- 
mark 85 per cent of available funds 
for the University of Oklahoma 
Hospitals, Oklahoma City. 

The plan drew sharp protest 
from the state medical and hospital 
associations. Seventy-five volun- 
tary hospitals in Oklahoma par- 
ticipate in the state-wide program. 

During the past decade, attend- 
ing physicians have had an option 
of either electing to use facilities 
in local community hospitals or 
sending cases to the University 
Hospitals. Case-load division under 
this arrangement has directed ap- 
proximately half the funds to local 
institutions and the balance to the 
University Hospitals. 

The nine-man study group ap- 
pointed by the governor was made 
up from the Commission, the state 
hospital and medical associations, 
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the Oklahoma legislature and the 
Society for Crippled Children. 


N. Y. Union Gives $1,100,000 
To Israel, Mainly for a Hospital 
The International Ladies Gar- 
ment Workers Union has pledged 
$1.1 million-in gifts to Israel for a 
hospital, a stadium and expansion 
of trade school facilities. — 
Announcement was made De- 
cember 19 by David Dubinsky, 
president of the New York union, 
who said he believed the commit- 
ment the largest philanthropic gift 


ever made by a union. 


All but $100,000 will be used 
for a 200-bed hospital in a once- 
desert area now drastically short 
of medical services. The new hos- 
pital, to be named for the union, 
becomes the fifteenth hospital 
maintained by Kupat Holim, a co- 
Operative medical insurance system 
in which more than a million 
Israeli are enrolled. 


Margaret Gillam to Head Course 
For Food Service Supervisors 

Margaret Gillam, former dietetic 
specialist for the AHA, has been 
selected to head the pilot training 
course for hospital food service 
supervisors at Michigan State Uni- 
versity, East Lansing. 

The program is sponsored by 
the University, the Michigan and 
American Hospital Associations 
and the Michigan and American 


Dietetic Associations. The course 
is aimed at improving the com- 
petency of food service supervisors 
through training in essential man- 
agerial skills and the production 
and service of food. 

The Kellogg Foundation will 
give $15,000 annually for three 
years toward its operation. 

The plan as presently financed 
calls for a pilot study to continue 
for three years. As the proposed 
program develops, it is expected to 
lead to a continuing education 
project for the personnel of dietary 
departments in small hospitals, in- 
cluding short periods for special- 
ized workshops. 

The first class, beginning March 
1, will be limited to 40 Michigan 
students. Later, the course may be 
opened to hospital food service 
personnel in other states. 


Pennsylvania High Court Sets 
January Review on Nurse Case 


Pennsylvania’s Supreme Court 
has scheduled a January appeal by 
the Pennsylvania Nurses’ Associa- 
tion on a recent lower court deci- 
sion supporting the hospital in a 
nurse dismissal case. | 

The appeal in effect opens doors 
to review of an earlier ruling (the 
West Penn case) by the high court 
that nonprofit hospitals are not 
subject to provisions of the Penn- 
sylvania Labor Relations Act. 

(Continued on next page) 


FOR CITY’S MEDICALLY JINDIGENT— 


San Francisco Pilots Home Care Project 


San Francisco hospitals have announced plans for a two-year pilot 
program to determine the feasibility of caring for the medically indigent 


in their homes. 


Eighteen hospitals will share in the community-wide project, with 


headquarters in Mt. Zion Hospital. 

The program will operate on a 
$100,000 budget underwritten by 
the Federal Office of Vocational 
Rehabilitation, the Benjamin Ro- 
senthal Foundation of New York, 
the San Francisco Foundation and 
other philanthropic institutions and 
individuals. 

It is endorsed by leading hospital 
and medical organizations in San 
Francisco. Representatives of 20 
community and public agencies 
comprise an advisory council. 

Rehabilitation will be an impor- 
tant phase of the project. 

According to Mark Berke, direc- 
tor of Mt. Zion Hospital, 30 care- 
fully selected patients will be cared 
for annually. Costs are estimated 
at $1,500 a year each, or less than 
one-quarter the cost for similar 
care in a hospital. 


Only patients who will be better 
off at home—both psychologically 
and medically—than in hospitals 
will be selected. Care will continue 
under supervision of the hospital 
from which the patient is admitted 
to the home care program, 

Each patient will be under direct 
care of a team composed of a phy- 
sician, visiting nurse, social worker, 
physical and occupational thera- 
pists, vocational rehabilitation 
counselors and a housekeeper. The 
number of home visits will be de- 
termined by the medical indica- 
tions. 

If hospitalization is required, the 
patient will be returned to the 
hospital from which he was ad- 
mitted to the program. 

The plan will be open to medi- 
cally indigent San Franciscans of 
all ages. 
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The Lackawanna County Court, 
ruling in the recent Mid-Valley 
case, found for the hospital in suit 
brought by PNA in behalf of a 
dismissed nurse, Said the county 
court, the issue involved—-whether 
the dispute is within jurisdiction 
of the Pennsylvania Labor Rela- 
tions Board-——was settled long ago 
by the Supreme Court. 

The West Penn decision, which 
apparently the nurses seek to get 
reversed, ruled that nonprofit hos- 
pitals are not within the meaning 
of the labor act and therefore not 
subject to its provisions. 


Brooklyn, Baltimore Councils 
Announce Election of Officers 


Two area hospital councils re- 
cently announced annual elections 
of officers: 

Beltimore. Dr. Russell A. Nelson, 
director of Johns Hopkins Hos- 
pital and chairman of the Ameri- 
can Hospital Association’s Council 
on Professional Practice, has been 
re-elected president of the Balti- 
more Hospital Council, 

Dr. Edward Stinson Jr., chief 
of staff at Union Memorial Hos- 
pital, is vice president. Re-elected 
‘secretary and treasurer respec- 
tively: Sister M, Thomas, admin- 
istrator of Mercy Hospital, and 
Ralph B. Murphy, executive di- 
rector of the Council. 

Brooklyn-Long Iisiand-Staten Isiand. 
The Hospital Council of Brooklyn, 
Long Island and Staten Island has 
named a full Brooklyn slate. 

President is William K. Klein, 
director of Long Island College 
Hospital. George N. Johnson, ad- 
ministrator of Evangelical Dea- 
coness Hospital, is president-elect. 

Other officers: vice president, 
Melvin H. Dunn, director, St. 
John's Episcopal Hospital; secre- 
tary, S. L. Moody, superintendent, 
Carson C. Peck Memorial Hospital; 
treasurer, Vernon Stutzman, direc- 
tor, Methodist Hospital. 


One-Man Hospital in Alaska 
Gets Commission Accreditation 


Maynard MacDougall Memoria! 


Hospital in Nome, Alaska, a 25-bed 


institution operated by only one 
physician, has been given full ac- 
creditation by the Joint Commis- 
sion. 

Announcement was made re- 
cently by Dr. Kenneth B. Babcock, 
Commission director, Not until re- 
cently, he explained, has the Com- 
mission ever approved a hospital 
directed and operated by a single 
physician. 

The Nome institution is run by 


the Woman’s Division of Christian 
Service of the Board of Missions of 
the Methodist Church. Its medical 
director and physician is Dr. Fred 
M. Langsan, a general practitioner. 

Dr. Langsan reports frequent 
consultations with staff members 
at a nearby U. S. Air Force hospi- 
tal. Staff people of the Air Force 
hospital have flown to Nome to be 
of assistance at specific times. All 
x-rays and pathological tissues are 
sent to Seattle and the reports re- 
turned air mail. 

In his report, the Commission’s 
surveyor said, “The charts contain- 
ing histories, physicals and labora- 
tory reports are excellent and 
would do credit to any teaching 
hospital.” 

Commenting on the fact that this 
is the first one-man hospital ever 
accredited by the Commission, Dr. 
Babcock said, “It’s a wonderful 
example of the fine job being done 
by a dedicated general practi- 
tioner.”’ 


Army Medical Service School 
Renamed for Maj. Walter Reed 


On November 1, further honor 
was paid to Maj. Walter Reed, 
when the school component of 


Walter Reed Army Medical Center 
was Officially redesignated “Walter 
Reed Army Institute of Research.” 
Since 1950, this component had 
been known as the “Army Medical 
Service Graduate School.” 


354,445 Degrees Givenin 1955; 
Healing Sciences Ranked Third 


This country’s colleges and uni- 
versities gave a total of 354,445 
earned degrees in the academic 
year 1954-55, according to com- 
pilation made by the Office of Edu- 
cation. 

Healing arts and medical sci- 
ences, with 23,299 degrees, ranked 
only behind the social sciences and 
education in total number of aca- 
demic awards. 

There were 7,056 degrees in 
medicine; 3,099, in dentistry; 5,240, 
in nursing, and 3,396, in pharmacy. 
Five in every 100 medical degrees 
went to women. 

In the healing arts category, 
there were 1,750 degrees at the 
master’s level, and 189 doctorates. 
Nursing (550) and public health 
(521) accounted for most of the 
former. Pharmacy, with 67, topped 
the doctorate group, with public 
health second (30). 


Spot 


March of Dimes grants and ap- 
propriations totaling more than 
$1.3 million for professional edu- 
cation in medicine and medical 
associate fields went into effect 
last fall. Since 1938, total grants 
have topped the $21 million mark. 
... International Hospital Founda- 
tion is considering plans for a 
study tour in Ireland in 1956... . 
Rockefeller Foundation announces 
a three-year grant of 2,856,000 
cruzeiros (about $57,000) to Cen- 
tral Hospital, Rio de Janeiro, to 
help develop a graduate training 
program for interns and residents. 
Central is one of six Brazilian hos- 
pitals maintained by Santa Casa 
de Misericordia of Rio de Janeiro, 
a charitable society founded in 
1580. 

Nursing picture in North Caro- 
lina, says F. Ross Porter, is bright - 
er now than at any time in the past. 
Porter, superintendent of Duke 
Hospital (Durham), reports the 
state now has more nursing stu- 
dents (3,000) than any other 
Southern state... New York Re- 
gional Blood Program reports do- 
nation of its millionth pint of blood 
——geven years and five months 
from the day first pint was given 
in the civilian blood program. 


Briefs --- 


World Health Organization indi- 
cates Russia apparently is renew- 
ing interest in active participation. 
The Soviet Union, an inactive and 
nonpaying member since inception 
of WHO in 1948, made its first 
voluntary contribution this past 
year—$1 million to UN technical 
assistance fund-——-22 per cent of 
which went to WHO... Pan Amer- 
ican Sanitary Bureau (WHO's re- 
gional office) announces September 
16-29 meeting of its directing 
council at Antigua, Guatemala, 
some 25 miles from Guatemala 
City. The meeting will sit simul- 
taneously as the WHO Regional! 
Committee for the Americas. 

American Nurses’ Association 
has begun distribution of a pamph- 
let explaining its opposition to the 
plan of Rep. Frances P. Bolton (R- 
Ohio) for a Commission on Nursing 
Services (H. J. Res. 171). Title of 
the pamphlet is “Why Nurses Say 
would duplicate what already has 
been done; (2) it would delay 
other pending Congressional action 
required now to meet recognized 
needs; (3) it would impose on gov- 
ernment a responsibility for action 
in areas which should be served by 
the professions. 
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impressed by Hospital Visit; 
Pays Off $94,400 Mortgage 

With much pleasure, officials of 
the four-year-old Bedford County 
(Pa.) Memorial Hospital recently 
touched a match to the institution’s 
mortgage. A $94,400 bequest from 
a West Virginia warehouse owner 
made possible the final payment. 

The warehouseman chose Bed- 
ford because he became impressed 
with the efficient atmosphere of the 
hospital while visiting his sister, a 
Bedford resident who had been a 
patient there. 


Officials Predict Record Turnout 
For 1956 New England Assembly 


The New England Hospital As- 
sociation has scheduled its 33rd 
annual Assembly March 26-28, 
1956 at the Hotel Statler, Boston. 

Officials anticipate an even larg- 
er turnout this year than for the 
1955 Assembly, which drew a reg- 
istered 6,000 people for general 
sessions. 

Speakers on this year’s program 
include Dr. Paul Dudley White, 
Boston heart specialist called in 
when President Eisenhower was 
stricken; Dr. J. Gilbert Turner, 
executive director of Royal Vic- 
toria Hospital, Montreal; Rear Ad- 
miral B. W. Hogan, MC, USN, chief 
of the U. S. Navy Bureau of Medi- 
cine and Surgery; Irving Gilman, 
consulting psychologist for the In- 
stitute for Motivational Research; 
AHA President Ray E. Brown, and 
Rt. Rev. Msgr. Donald A. Me- 
Gowan, director, Bureau of Health 
and Hospitals, National Catholic 
Welfare Conference. 


Dr. Muirhead President-Elect 
Of Association of Blood Banks 


Dr. E. E. Muirhead of Dallas, 
chairman of the Southwestern 
Medical School Department of 
Pathology, University of Texas, 
was named president-elect of the 
American Association of Blood 
Banks during its November meet- 
ing in Chicago. 

Vice president is Dr. Ralph M. 
Hartwell, director of the Pathology 
Department, Hotel Dieu, New Or- 
leans. Secretary is Marjorie Saun- 
ders, director of public relations 
at Baylor University Hospital, 
Dallas. 

Mrs. Bernice Hemphill of San 
Francisco was re-elected treasurer. 

More than 800 persons on hand 
for the meeting heard key papers 
on blood banking and immunology. 
Installed as president was Dr. 
James J. Griffitts of Miami, as- 
sociate director of the Medical Re- 
search Foundation of Dade County. 
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Constructions and Dedications 


Mississippi 


Jackson—The University of Mis- 
sissippi Medical Center has dedi- 
cated its $9 million building. The 
center houses in one seven-story 
plant a 350-bed teaching hospital 
(opened earlier), outpatient clinic, 
research facilities, a library, school 
of Nursing and school of medicine. 

Jackson—A January completion 
date is scheduled on the unfinished 
floors of Simmons Annex, Missis- 
sippi Baptist Hospital. Third floor 
of the annex will provide labor and 
delivery room facilities along with 
nurseries for the newborn. The 
fourth floor will be for pediatrics 
while the ground floor has space 
for relocating physical therapy. 

Columbus-—Doster Hospital and 
Clinic, Inc. has announced comple- 
tion of a four-month remodeling 
and expansion program. Business 
offices have been centralized in a 
single large office area on the first 
floor. A new entrance lobby has 
been installed. An air-conditioned 
lounge has been added to the sec- 


Duke Fund Gives Durham Plan 
$6,000 for Rural Area Study 


Trustees of the Duke Endowment 
have approved a $6,000 grant to 
Hospital Care Association (Blue 
Cross), Durham, to help finance 
a new program to develop the best 
method of extending prepaid health 
care to low-income families in 
rural North Carolina. 

Announcement of the grant was 
made by E. M. Herndon, executive 
vice president of the Durham Plan, 
who said that Hospital Care As- 
sociation will put up $9,000 in 
matching funds. The full amount 


‘budgeted over a two-year period. 


Activities will center in two typ- 
ical rural counties selected by the 
Plan and approved by the Duke 
Endowment, Herndon stated. He 
called attention to a 1953 report 
by the state’s Hospital Study Com- 
mittee of the Commission on Fi- 
nancing of Hospital Care, which 
found that 63 per cent of the state’s 
population had no prepaid hos- 
pital coverage. 

“ .. There is a strong impression 
that the rural population in gen- 
eral wants insurance and is willing 
to pay for it,” he said. “The prob- 
lem is that of devising methods 
with which they can be economi- 
cally enrolled in groups and peri- 
odic collections made.” 


ond floor, and the entire first floor 
has been air-conditioned. 


Connecticut 

Bridgeport—St. Vincent's Hos- 
pital is adding 45 beds to its north 
wing. The entire project is ex- 
pected to cost $550,000 and will 
also include construction of five 
operating and auxiliary rooms. 

New Britain—New Britain Gen- 
eral Hospital is completing three 
shell floors, constructed some years 
ago, in order to provide a new de- 
livery suite and additional medical 
beds. Estimated cost: $400,000. 

Norwich—tThe William W. Bac- 
kus Hospital has started construc- 
tion of a new five-story addition, 
at an estimated cost of $712,000. 

Winsted — A new Litchfield 
County Hospital is under construc- 
tion. Cost approximates $1.4 mil- 
lion. 

Stamford—St. Joseph Hospital is 
building an 85-bed addition, with 
$2 million of construction costs 
involved, 


Nevada 


Las Vegas—Southern Nevada 
Memorial] Hospital's new $1 million 
addition is scheduled for comple- 
tion in February. The three-story 
building consists of administrative 
offices, general hospital beds and 
pediatric facilities. 

The 73 beds in the new addition 
brings Southern Nevada Memorial 
up to 225 beds. 


Ohio 


Columbus-—-Contracts have been 
let for the proposed new $7 million 
White Cross Hospital. The new 45- 
room building will be located on a 
69-acre site in the city. In addi- 
tion to the new hospital building, 
plans are being made for a nurses’ 
residence and school, to house more 
than 250 students and provide com- 
plete teaching facilities. 


Pennsylvania 

Philadelphia—Philadelphia Gen- 
eral Hospital has opened its new 
maternity wing, the first expansion 
of the hospital's maternity facilities 
since 1929. The wing includes 
seven labor rooms with 18 beds and 
four delivery rooms, as well as 
sterilizing facilities and areas for 
doctors and nurses. 

The maternity section is housed 
in a new $1,372,000 two-story 
structure on the hospital grounds. 
First floor of the new building is 
given over to the central sterile 


supply department serving the en- 
tire hospital. 

Philadelphia — Lankenau Hos- 
pital has completed work on its 
$503,000 doctors’ office building 
adjoining the hospital. Quarters 
are provided for 54 members of the 
medica] staff. 

Philadelphia — Cornerstone was 
laid in November for the $10 mil- 
lion addition to Temple University 
Medical Center. The new ten-story 
building will bring the institution’s 
capacity to 1,000 beds. 

Pottstown — Pottstown Hospital 
has dedicated its new five-story, $2 
million addition on which work 
was begun early in 1953. 


Tennessee 


Memphis—-The new $8,250,000 
Madison East Building at Baptist 
Memorial Hospital received its first 
patients late in December. 

The building virtually doubles 
the size of the present Baptist Hos- 
pital, which now totals 756 beds 
plus 50 bassinets. Plans are made 
to increase total capacity to 850 or 
860 beds by mid-1957. 


Massachusetts 


Webster—-3,500 visitors were on 
hand for open house at the new 
Webster District Hospital Novem- 
ber 6. Bed capacity has been in- 
creased from 33 to 42 and facilities 
provided for expansion to 60 beds 
without further addition. Total 
cost: $850,000. 


New York 


New Rochelle-——-New Rochelle 
Hospital has laid the cornerstone 
for its $2.9 million wing. The brick 
building is scheduled for comple- 
tion late this year. 

First floor of the new wing will 
have an enlarged and modernized 
x-ray department, garage, mainte- 
nance and repair shops and kitchen 
storage areas. Second and third 
floors will be devoted to food serv- 
ice. The fourth floor will contain 
semiprivate patients’ rooms and 
the fifth will extend the present 
surgery suite. Three additional 
floors eventually will house 90 
patients. 


New Jersey 


Salem—Salem County Memorial 
Hospital announces the scheduled 
completion in June of its $500,000 
expansion program. Two one-story 
wings are being added on ground 
level adjoining the main plant, to 
house administrative offices, labo- 
ratories and research activities. 


Hospital Recreation Institute 
Set for New York January 18 


Participants in the second an- 
nual Hospital Recreation Institute, 
conducted jointly this month by 
New York University and the Na- 
tional Recreation Association, will 
explore recreation needs of the 
institutionalized and handicapped 
aged. 

The three-day program, which 
begins January 18, is designed 
mainly for professional and volun- 
teer leaders in hospitals and homes 
for the aged. Participants will be 
drawn from nine northeastern 
states. 

Among principal speakers will 
be Dr. Howard A. Rusk, director 
of NYU’s Institute of Physical 
Medicine and Rehabilitation, and 
Dr. Michael Dasco, director of re- 
habilitation .services, Goldwater 
Memorial Hospital. Topics to be 
discussed include problems of the 
aged ill and handicapped; com- 
munity obligations; the aged blind, 
mentally ill and acutely ill, and 
obtaining volunteers for recreation 
leadership. 


Private Agencies Get $863,178 
To Expand Rehabilitation 


More than three-fourths of fed- 
eral funds granted in the first 11 
months of 1955 to help expand 
rehabilitation facilities and serv- 
ices went to private, nonprofit 
groups, according to Mary E. Swit- 
zer, director of the Department of 
Health, Education, and Welfare’s 
Office of Vocational Rehabilitation. 

Of the $1,095,769 in expansion 
funds granted through November 
30, $863,178 went to private groups 
located in 42 different states or 
territories. The remainder went to 
state agencies. 

Authority for making the grants 
provided under Public Law 565 
(August 3, 1954) expires June 30, 
1956. 


Columbia Basin Small Hospitals 
Form District Hospital Council 


Six small hospitals in Washing- 
ton’s Columbia Basin have banded 
together to form a new district 
hospital council. 

The hospitals range in size from 
12 to 38 beds. 

Announced objectives are to al- 
low smaller hospitals in the area 
to consider mutual objectives and 
to formulate opinion prior to meet- 
ings of the Washington State Hos- 
pital Association. 

Initial council members are 
Douglas County Memorial Hospi- 
tal, Waterville; Columbia Basin 


Hospital, Ephrata; McKay Memo- 
rial Hospital, Soap Lake; Samari- 
tan Hospital, Moses Lake; Veter- 
ans Memorial Hospital, Odessa, 
and Adams County Memorial Hos- 
pital, Ritzville. 

Robert F. Hager, administrator 
of McKay Memorial Hospital, is 
council president. Secretary-treas- 
urer is Mrs. Harriet Haig, business 
manager of Veterans Memorial 
Hospital. 


Obstetricians, Gynecologists 
Name 1957 Academy Head 


Dr. R. Gordon Douglas of New 
York, obstetrician and gynecolo- 
gist-in-chief at the New York Hos- 
pital, was named president-elect 
of the American Academy of Ob- 
stetrics and Gynecology during its 
annual meeting in Chicago, Decem- 
ber 12-14. 

Named to the first vice presiden- 
cy was Dr. Norman F. Miller of 
Ann Arbor, Mich., and to the second 
vice presidency Dr. Duncan Reid 
of Boston. Dr. C. Paul Hodgkinson 
of Detroit was elected secretary 
and Dr. Herbert E. Schmitz of Chi- 
cago, treasurer. 

Dr. Ralph E. Campbell of Madi- 
son, Wis., was installed as 1956 
president. Dr. Campbell is profes- 
sor of obstetrics and gynecology at 
the University of Wisconsin School 
of Medicine. 


VA Launches Special Sections 
For ‘Active’ Long-Term Care 


Long-term veteran patients, 
some hospitalized 20 years or more, 
will be concentrated in special sec- 
tions of Veterans Administration 
hospitals for a new program of 
“all-out” specialized treatment, ac- 
cording to a recent VA announce- 
ment. 

Purpose of the program is to 
promote their recovery through 
active rather than custodial care, 
and prevent further loss of body 
and mind functions. 

Termed an advanced concept in 
care of chronically ill veterans, 
the program is underway in 30 
VA hospitals and will be expanded 
to others as rapidly as they qualify. 


American Philanthropy Reached 
New Heights During Past Year 


American philanthropy appar- 
ently reached new heights during 
1955. 

This is the estimate of the Amer- 
ican Association of Fund-Raising 
Counsel, as announced in its Janu- 
ary 2 Bulletin. 

Total philanthropic expenditures 
in 1955—including large appro- 
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We help you with the know-how that can assure suc- 
cess. Profit from our nationwide experience with other 
hospitals in their successful fund raising campaigns. Our 
special service offers 
| ideas, suggestions, and 
color sketches, without 
charge. It will pay you 
to know about it. Send 
for Full Information. 
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priations given during the year 
and earmarked for the next 18 
months—are well in excess of $6 
billion, reports the Bulletin. 

New private hospital construc- 
tion, in part financed by gifts, 
reached $323 million in the first 11 
months of 1955, 5 per cent greater 
than the same period in 1954. Com- 
munity Chests and various united 
funds reported 10 to 12 per cent 
gains and may total approximately 
$340 million for the year. 


Launch Medical Tour Programs 

Jan. 18 on Closed Circuit TV 
Tours of hospital wards with dis- 

cussions of significant cases by out- 


standing clinicians will be telecast 
starting January 18 from Boston 
on a series of closed circuit hook- 
ups to some 50 cities throughout 
the country. 

The series, first of its kind in 
closed circuit telecasting, emanates 
from Boston’s New England Medi- 
cal Center and Tufts University 
School of Medicine. Telecasts will 
be a part of the Bingham Asso- 
ciates Program of Postgraduate 
Medical Education at the Center. 

More than 20,000 physicians are 
expected to view the first program 
Wednesday evening, January 18, 
on the management of acute ab- 
dominal emergencies. 


Hospital Associations Name New Officers 


Sixteen state and provincial hospital associations have announced 


recent elections of officers: 


Arizena Hospital Associotion: President, Guy M. Hanner, administrator, 
Good Samaritan Hospital, Phoenix; vice president, James L. Cline, ad- 
ministrator, Gila County Hospital, Globe; secretary-treasurer, H. F. 
Hancox, administrator, John C. Lincoln Hospital, Sunnyslope. 


Colorado Hospital Association: Presi - 
dent, J. R. Peterson, superintend - 
ent, Larimer County Hospital, Fort 
Collins; president-elect, Sister 
Mary Jerome, superior, Mercy 
Hospital, Denver; vice president, 
Hubert W. Hughes, administrator, 
General Rose Memorial Hospital, 
Denver; treasurer, W. A. Moritz, 
business manager, Denver General 
Hospital, Denver. 

Connecticut Hospital Association: 
President, André Blumenthal, 
trustee, Norwalk Hospital, Nor- 
walk; president-elect, Charles V. 
Wynne, administrator, Waterbury 
Hospital, Waterbury. 

Re-elected treasurer was Charles 
T. Treadway Jr., president of the 
board, Bristol Hospital, Bristol. 

Florida Hospital Association: Presi - 
dent, Robert B. Eleazer Jr., assist- 
ant administrator, St. Luke's Hos- 
pital, Jacksonville; president-elect, 
Ben P. Wilson, administrator, Mun- 
roe Memorial Hospital, Ocala; sec- 


retary-treasurer, Sister Josephine 


Marie, administrator, St. Mary’s 
Hospital, West Palm Beach. 
Kenses WHespitel Association: Presi - 
dent, Robert A. Molgren, adminis- 
trator, University of Kansas 
Medical Center, Kansas City; 
president-elect, Roger B. Samuel- 
son, administrator, Susan B. Allen 
Memorial Hospital, El Dorado. 
Re-elected vice president and 
treasurer respectively were Sister 
M. Roberta, administrator, St. Eliz- 
abeth Hospital, Hutchinson, and 
Fred M. Walters, administrator, 
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Atcheson, Topeka and Santa Fe 
Hospital, Topeka. 


Michigan Hospital Association: Presi - 
dent, Mildred Riese, R.N., admin- 
istrator, Children’s Hospital of 
Michigan, Detroit; president-elect, 
Dr. A. C. Kerlikowske, director, 
University Hospital, Ann Arbor; 
first vice president, Marjorie San- 
ders, director, McLaren General 
Hospital, Flint; second vice presi- 
dent, E. Jane Davis, administrator, 
Pawating Hospital, Niles; treasur- 
er, A. Kent Schafer, superintend- 
ent, James Decker Munson Hospi- 
tal, Traverse City. 


Minnesota Hospital Association: Presi- 
dent, Gilbert L. Cake, administra- 
tor, St. Lucas Deaconess Hospital, 
Faribault; president-elect, Jean D. 
Conklin, superintendent, Gillette 
State Hospital, St. Paul; first vice 
president, Dr. B. W. Mandelstam, 
administrator, Mt. Sinai Hospital, 
Minneapolis; second vice president, 
Sister Francis Xavier, administra- 
tor, St. Cloud Hospital, St. Cloud; 
treasurer, James W. Stephan, asso- 
ciate director, Course in Hospital 
Administration, University of Min- 
nesota, Minneapolis. 


Missour! Hospital Association: Presi - 
dent, Bertha Hochuli, R.N., admin- 
istrator, Boone County Hospital, 
Columbia; president-elect, Harry 
E. Panhorst, associate director, 
Washington University Clinics, St. 
Louis; first vice president, G. O. 
Lindgren, Trinity Lutheran Hos- 


pital, Kansas City; second vice 
president, Ted. O. Loyd, Phelps 
County Hospital, Rolla. 

Re-elected to office were Rev. E. 
C. Hofius of Lutheran Hospital, St. 
Louis, treasurer, and Mrs. Irene F. 
McCabe of St. Louis, secretary. 

Okiahome Hospital Association: Pres) - 
dent, D. K. Huffman; administrator, 
Muskogee General Hospital, Musk - 
ogee; president-elect, Jack W. 
Shrode, administrator, Wesley Hos- 
pital, Oklahoma City; vice presi- 
dent, Robert E. Trimble, adminis- 
trator, Park View Hospital, £1) 
Reno; secretary, R. L. Loy, busi- 
ness manager, Mercy Hospital, 
Oklahoma City; treasurer, Ken- 
neth Wallace, assistant administra- 
tor, St. John’s Hospital, Tulsa. 

Ontario Hospital Association: Presi- 
dent, Mrs. Charles McLean, trus- 
tee of Women’s College Hospital, 
Toronto; president-elect, C. V. 
Charters, trustee, Peel Memorial 
Hospital, Brampton; vice president, 
Dr. J. B. Neilson, superintendent, 
General Hospital, Hamilton. 

Re-elected to office as vice presi- 
dents were John Hornal, superin- 
tendent of Civic Hospital, Peter- 
borough, and Sister Maura, 
superintendent of St. Michael's 
Hospital, Toronto. 

Oregon Association of Hospitals: 
President, Werner W. Hendrickson, 
administrator, Holladay Park Hos- 
pital, Portland; Virginia Welch, 
administrator, Good Samaritan 
Hospital; Corvallis; first vice presi- 
dent, Sister M. Natalie, adminis- 
trator, Mercy Hospital, Roseburg; 
secretary-treasurer, Ross E. God- 
ard, business manager, Physicians 
and Surgeons Hospital, Portland. 

Hospital Association of Rhode island: 
William K. Turner, director of 
Newport Hospital, was re-elected 
president. Nicholas E. Janson, busi- 
ness manager of the State Hospital 
for Mental Diseases, Howard, was 
re-elected treasurer. 

Elected to the vice presidency 
was Dr. I. Herbert Scheffer, execu- 
tive director of Miriam Hospital, 
Providence. 

Saskatchewon Hospital Association: 
President, Eugene F. Bourassa, 
business manager, Regina Grey 
Nuns’ Hospital, Regina; vice presi- 
dent, Norman A. Hall, chairman of 
the board, Shaunavon Union Hos- 
pital, Shaunavon. 

Sevth Dekota Hespital Association: 
President, Robert E. Beckwith, 
administrator, Community Bailey 
Hospital, Chamberlain; president- 
elect, Sister M. Elizabeth, St. 
John’s McNamera Hospital, Rapid 
City; vice president, Oral V. Hem- 
ry, administrator, John Burns 
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Memorial Hospital, Belle Fourche. 

Re-elected secretary - treasurer 
for the coming year was Zella C. 
Messner of Aurora. 

Utah State Hospital Association: Pres- 
ident, Kenneth E. Knapp, admin- 
istrator, Thomas D. Dee Memoria! 
Hospital, Ogden; vice president, 
Anna G. Williams, R.N., adminis- 
trator, Shriner’s Hospital for Crip- 
pled Children, Salt Lake City 

Re-elected secretary was Dan 
W. Manning, administrator of Sev- 
ier Valley Hospital, Richfield. 

Virginia Hospital Association: Presi - 
dent, Robert H. Thomas, director, 
Grace Hospital, Richmond; presi- 
dent-elect, Raymond E. Hogan, 
administrator, Giles Memorial 
Hospital, Pearisburg; secretary, 
William R. Reid, administrator, 
Jefferson Hospital, Roanoke; treas- 
urer, George E, Bokinsky, admin- 
istrator, Petersburg General Hos- 
pital, Petersburg. 


United Mine Workers Open 
Pikeville, McDowell Hospitals 


The Miners Memorial Hospital 
Association has opened two more 
of its chain of ten hospitals. Since 
Middlesboro Hospital (Ky.) started 
receiving patients in November, 
those at Pikeville and McDowell, 
Ky., have opened their doors. 

Pikeville, with 50 beds, and Mc- 
Dowell, with 60, are close to the 
base hospital and central supply 
at Williamson, W. Va. 

Other hospitals are scheduled to 
start functioning this winter. A 
formal grand opening is planned 
for early spring. 


WASHINGTON REPORT 


(Continued from page 75) 


GRANTS TO MEDICAL SCHOOLS 


Question: Mr. Secretary, did I 
understand you to say that the 
grants to the medical schools would 
be on a matching basis? 

Secretary Folsom: Yes. 

Question: As I understand it, 
many medical schools are private. 
Where would the other end of the 
match come from? 

Secretary Folsom: They would 
have to get the money from private 
funds. For instance, if a medical 
school had a project for expanding 
the facilities, a lot of this would 
not necessarily be in buildings. It 
might be in equipment. They might 


have old equipment and want to > 
replace and want to expand. If it : 
were a million-dollar project, we . 


would say, “We will put up half 


a million. You have to go out and 
find the other half-million.” 

Question: If the school in its 
regular budget had been allowing 
so much for research from year 
to year, would your program per- 
mit matching of that amount by 
federal funds? 

Secretary Folsom: This project 
I am talking about now is for 
capital construction of facilities, 


not for the regular research grants 


we give now from time to time. 

Question; When you talk about 
matching, that means 50-50” 

Secretary Folsom: Yes. 

Question: For construction? 

Secretary Folsom: Yes. 

Question: Mr. Secretary, to sew 
up that matching part, that would 
be for construction? 

Secretary Folsom: Construction 
and facilities. It might be replacing 
facilities, but it would be for capi- 
tal facilities and not just ordinary 
wear and tear. 

Question: And you don't con- 
template any change in the present 
system of grants to medical schools 
and hospitals that are unmatched” 

Secretary Folsom: No. This is a 
new program just for construction 
of facilities. 


Question: Mr. Secretary, would 
you care to discuss health insur- 
ance? 

Secretary Folsom: I have been 
studying that quite a lot... be- 
cause it is a subject I have been 
interested in for many years, first 
in the plans up in Rochester and 
the Kodak Company before I came 
down here. I have talked with a 
lot of people down here about it. 

. I feel that there is a great 
opportunity for further expansion 
for health insurance, private and 
voluntary health insurance... . 

There are three areas particu- 
larly with which we are concerned. 
One is catastrophic illness. In the 
past we have seemed to concentrate 
too much on the short-term ill- 
nesses, being able to take care of 
100 per cent of the cost of an 
illness for a short time. Then the 
person had a serious iliness rather 
than your minor illnesses. 

That is what we want to get into. 
Some of these group plans that re- 
cently have been adopted are very 
encouraging. They have a plan in 
which, say, you pay the first $50 
or $100, and then the insurance 
company picks up 80 per cent of 
all costs beyond that, and you pay 
20 per cent of the cost and the 
insurance will cover you up to 


a maximum of $7,500. This is one 
field. 

Another field is to take care of 
the aged. We find now that many 
of these programs are not made 
to protect people beyond a certain 
age. a that a lot of old people 
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can along all right with pen- 
sions,/and so forth, but when they 
get sick the money runs out and 
they are not covered by the in- 
surance. It means they have to go 
on relief or assistance. We are 
hoping that more and more plans 
will cover people after retirement 
and not stop at a certain age. It 
won't help the people who are 
already above that age, but that 
is one of the serious problems we 
are facing—what to do for the 
medical care of the aged. 

Then the other field is the ques- 
tion of the rural communities, 
where they don’t have the oppor- 
tunity that: people do in the cities 
for these group plans. 

We are working in all those 
areas, and we hope to come out 
with some sort of a program for 
reinsurance or pooling of risk 
which would encourage insurance 
companies to come out with differ- 
ent type policies and to expand this 
coverage. 


MEDICAL RESEARCH 


Talking to reporters directly on 
his medical research program, Sec- 
retary Folsom said he planned an 
increase of somewhere between 25 
and 30 per cent in HEW funds for 
medical research. This increase 
would be in addition to fiscal 1956 
National Institutes of Health ap- 
propriations (over $97 million.) 


SOCIAL SECURITY 


Question: What about that pro- 
posal to reduce the age for eligibil- 
ity for women to 62? 

Secretary Folsom: There are a 
lot of things in that bill that was 
passed last year. It is a very com- 
plicated business—this social se- 
curity. In the past, before any 
changes were made in social secur- 
ity—any broad changes—we had 
an advisory council appointed. In 
fact, I served on three of them my- 
self. And we had long hearings and 
study by the committees and all. 
This time the bill rushed through 
the House very quickly without 
any hearings. I understand they 
are going to have hearings in the 
Senate, and at that time we will 
present our views on it. It is tied 
in with increase in taxes, and of 
course there is a sharp difference 
of opinion on this particular point 
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Classified Advertising 
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under the following heading: 
For Sale Services 
_.Positions Open Positions Wanted 
Instruction _..Wanted 


[) Check or Money Order Enclosed 
Bill the Hospital 
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Title 
Hospital 
Address 


City & State_ 
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Twenty-five cents a word; minimum charge $3.50 per insertion. 


Deadline: 30 days preceding publication date. 
Clip and mail to HOSPITALS, 18 E. Division St., Chicago 10, Illinois. 
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you mentioned, about the retire- 
ment age. 

Most people in recent years have 
been feeling that we ought to ex- 
tend the working years, that people 
ought to work longer... and that 
we ought to get increased produc- 
tion out of people in the older 
years. And also that the people 
themselves want to work longer. 
Some other people say, “Why 
should the federal government 
want to say that the normal retire- 
ment age is 62 for women instead 
of 657". On the other hand, people 
say that the widows ought to get 
the benefit at 62 instead of waiting 


to 65. So you have good arguments 
pro and con on that subject... I 
don’t want to state now what our 
position will be in regard to that. 


-It is a very complicated and in- 


volved problem. 
SPARKMAN RECOMMENDATIONS 


. The three-man Congressional 
subcommittee headed by Sen. John 
J, Sparkman (D.-Ala.) has recom- 
mended a sweeping program of 
Government educational, health 
and technical help for the nation’s 
poor. 

The subcommittee, which has 
been studying problems of low- 


RLP TUBING... 


$o easy to use . . . $0 many ways 


So economical — 


In the hospital, RLP Pure Latex Surgical Tubing is the most prac- 
tical to use. It is strong and tough, yet soft, pliant and lightweight 
— suitable for the most fragile equipment. Its natural gripping 
quality makes all connections safe and secure. The most elastic 
tubing made, it has many applications where ordinary types are 
unsuitable. It is completely non-toxic. 


World Suppliers 


. 


RLP Surgical Tubing 


RLP Laboratory Tubing 


Rubber Latex Products, Inc., Cuyahoga Falls, Ohio 


Economical RLP Tubing can be sterilized and 
reused again and again. Order today in the 
handy reel-dispenser box. 


6 sizes “a 


24 Sizes 


why 


income families, delivered its re- 
port January 1 urging federal aid 
for education and a government 
disability insurance program as 
part of a long-range plan to pre- 
vent need. Government has a “‘di- 
rect responsibility,” it said, to 
expand social insurance to protect 
workers against loss of income due 
to temporary or permanent dis- 
ability. 

The committee report suggested 
that this insurance be “‘meshed’’ 
with state workman’s compensa- 
tion programs. 

It recommended health insurance 
for families that could afford to 
take it out, and admitted it might 
be necessary for the government 
to contribute all or part of the cost. 

The subcommittee declared in its 
report that a “significant portion” 
of the nation’s population was not 
sharing in its over-all prosperity. 
It found that one out of every ten 
families still received less than 
$1,000 in income a year, as meas- 
ured in “constant” or 1948 dollars. 

Slightly more than two out of 
every ten families have a “real 
money” income of less than $2,000, 
it said. A “substantial” proportion 
of the population lives at a “perma- 
nently depressed level,” it added. 

The subcommittee said better 
health, better education and 
greater protection against loss of 
income would decrease this num- 
ber. 


Department of Agriculture has 
announced a current list of foods 
available for nonprofit institutions, 
including hospitals, under its sur- 
plus commodity distribution pro- 
gram. Stocks of the specific com- 
modities are made available to 
institutions through their appro- 
priate state agencies on application 
from individual institutions. 

The Department of Agriculture 
has ruled that an institution may 
not use these commodities tage 
place their normal expenditure“fer 


such foods. Regulations governing 


distribution state that such foods 


will be used only to meet the needs 
of hospitalized persons who are 
unable to pay for their care. 

The group of foods listed as cur- 
rently available are butter, peas, 
dried milk, dried beans, rice, short- 
ening. Under the Department's 
pork purchasing program, pork 
products may be added to the list 
in the near future. 


SEN. SMITH'S PROPOSALS 


Latest and most dramatic advo- 
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and ROY 


for today’s 


All types of rubber treads—soft, 
medium and hard—for smooth 
operation on all kinds of floors. 
Featuring Neoprene rubber treads 
- resistant to oxidation, oils and 
waxes as well as being unaffected 
by most chemicals - expertly com- 
pounded to Darnell standards. 


All casters, whether steel or rubber 
tread, available in swivel and 
stationary models with various top 
plates, stems and fittings for any 


type application. 


Send. for Free 
DARNELL MANUAL 


A complete new line of omy rubber 

ts now available - angle, doughnut 
strip type bumpers - mean no more 
marred, ugly door facings, walls and equip- 
ment. Standerd color is neutral green, but 
inste y Cay Boe ves. 


DARNELL CORPORATION, LTO 


cate for increased federal aid to 
medical research is Sen. Margaret 
Chase Smith (R-Me). She has an- 
nounced her intention to ask Con- 
gress in the coming session to 
approve a five-year program with 
annual expenditures of $200 mil- 
lion for expansion of (1) medical 
research and training, (2) research 
laboratory facilities, and (3) aid 
to medical education. 

Admitting the bill would appear 
a large amount to the taxpayers, 
Sen. Smith contrasted the amount 
with sums spent for research on 
military weapons. She said Con- 
gress freely voted a 1954 bill of 
$1.7 billion for research on military 
weapons in a single year——more 
than eight times the annual rate 
proposed in her program. 

Making comparison between 
military and medical research, Sen. 
Smith said our national defense, 
for which we spend nearly $2 bil- 
lion a year on research, is no 
stronger than our national health, 
based upon the individual health 
of 165 million Americans. On na- 
tional health she said, “our federal 
government spends comparatively 
a niggardly amount of less than |! 
per cent of the national budget for 
medical research.”’ 


GROWTH OF VOLUNTARY INSURANCE 


Annual report by the Social 
Security Administration on growth 
of voluntary health insurance dis- 


_ closes that prepaid hospitalization 


passed the 100,000,000 mark in 
1954. The figure was 101,493,000, 
compared with 97,303,000 the pre- 
vious year and 60,995,000 in 1948. 

There were 85,890,000 persons 
enrolled in voluntary plans (com- 
mercial and nonprofit combined) 
providing surgical benefits and 47,- 
248,000 in medical care plans in 
1954, 

Insurance carriers of all types 
had a 1954 income of $2,756,000,- 
000, on which they paid out 79.1 
per cent. Blue Cross plans paid 
out 89.3 per cent of their $803,700,- 
000 income. This compares with 
82.6 per cent by commercial group 
insurance carriers, 51 per cent by 
writers of individual insurance and 
80.8 per cent by Blue Shield plans. 


CURRENT LISTING OF 
NEW ASSOCIATION MEMBERS 


NEW INSTITUTIONAL MEMBERS 


ALABAMA 
Hartselle—-Hartselle Hospital 


Oneonta—Bliount Memoria! Hospital 


ARKANSAS 
Batesville-—-Allen Hospital 


FLORIDA 
Panama City—-Lisenby Hospital 


LOUISIANA 
Zwolle—Sabine Clinic & Hospital 


NORTH DAKOTA 
Fargo-—-North Dakota Hospital Association 


TEMNESSEE 
Chattanooga—Woman's Hospital, Inc. 


TEXAS 


Bryan—Hammond Memorial Hospital 
Commerce—Allen Hospital 
Loraine—Johnson Hospital 


WISCONSIN 
Rice Lake—St. Joseph's Hospital 


NEW PERSONAL MEMBERS 


Acosta-Moreno, Dr. Pedro N.-—Student— 
Univ. of Calif.— -Berkeley 


Autrey, Harold L,.—Student- Univ. of Chi- 
ca Chicago 

Avene, Dr. Alfredo — Student — Grad. 
School of Pub. Health—Univ. of Pitts- 
burgh, Pittsburgh 

Bauchspies, Col. Rollin L,-CO—1301 SU. 
. 8. Army Hosp.—Ft. Monmouth, N. J. 

Beet. Janet—Student—Yale Univ. School 

f Pub. Health—New Haven 

Beatt William Bennett—Student—Univ. 
of Toronto of th; Toronto 

Beaty, T--Student—Univ. of Chi- 
cago-—Chica 

Beaudry, Lt. Stephen J.—Student— 
Medical Field Service School, Brooke 
army Medical Center—Ft. Sam Houston, 
exas 

Bodner, Capt. William C.—Optometrist— 
3750 USA Hosp.—Sheppard AFB, Texas 

Brecker, Francis W.-Student—Yale Univ. 
~New Haven 

Brungard, Walter Robert Jr. — 
State Univ. of lowa—lowa 

Caldwell, Allan B.— 
Univ.—-New York City 

Chapelle, Maj. Francis O.—Student-—-Army 
Medical Service School—Ft. Sam Hous- 
ton, Texas 

Davis, Charles G. Jr.—Student—State Univ. 
of Ilowa-—-lowa City 

Deans, John of 
Chicago—Chicago 

~~-Asst. Supt.—Hastings 


. Pur. Agt.—Grant 
Chicag 


of Michigan—Ann Arbor 

Felts, James R. Jr.—Field 
Orphan Sections—-The Duke 

harlotte, N. C. 

Fraprie, Frank—Student—State Univ. of 
lowa—lowa City 

Griffith, John Randall—Student—Univ. of 
Chicago—Chicago 

Harris, George P. — Dir., Field Service. 
Hosp. & Orphan Sections —The Duke En- 
dowment—Charlotte, N. 

Herhold, Wayne 
of Michi an—Ann Arbor 

rederick L.—Student—North- 
Univ.—Chicago 

Jenkins, Lillian E.- “Student—Yale Univ. 

pt. of Pub. Health—New Haven 

King, Sheldon Selig--Student—Yale Univ. 
Dept. of Pub. Haven 
t. 


m. Associated 

Hosp. Service of Philedelphia 
eip 

Lay. Nellie B—Adm. Co. Hosp.— 

Lightburn, William C.— Student — State 

niv. of lowa-——-Iowa City 
Marik, Jaromir — Adm Student — Van- 


Univ.—St. Loul 
Mazur, Joseph L. 
Metall, pili ld & Or 
a Field Rep., Hosp. - 
han Sections—The Duke Endowment— 
arlotte, 
McGee, Joseph D.—Adm. Res.-Children's 
osp.— Louisville 
McGrath, Edward T.-Student—Univ. of 
Chicago—Chicago 


McHenry. Carol R.—C.R.L. — Lakewood 
(Ohio} . 
Miller, A.--Student—-Univ. of Chi- 


cago—Chicago 

Miller, George Alan—Student—-Univ. of 
Toronto School of Hygiene—Toronto 

Muddle, Frank L.--Adm. Res.—Univ. Hosp. 
Columbus, Ohio 

Neal, James P.—Student—Univ. of Chicago 
—Chicago 
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Owen, Jack W.—Student—Univ. of Chi- 


icago 
, Jaime — Student — Northwestern 
Univ.—Chicago 
Radoux, Lt. ol. Victor H.-— Student — 
Univ. of Toronto—Toronto 
Rolen, Marian—-Staff Consult., Hosp. Safe- 
Service—National Safety Council— 


Roller, Lt. (jg) Billie—U. 8S. Naval School 

of Hosp. Admin.—Natl. Naval Medical 

Center—Bethesda, Md. 

Rowland, H. Car!l—Field Rep., Hosp. & 
han Sections—The Duke Endowment 
harlotte, N. C. 

Sapolsky, Jerome R.—Student—Yale Univ. 

hool of Pub. Health—New Haven 

Silbermann, Dr. Carolyn— Deputy Med. 

Supt.—Queens Hosp. Center—Jamaica, 


N. Y. 

Si-bodnick, William — Student — Univ. of 
Chicago—Chicago 

Sloan, s. Marshall—U S. Naval School of 
Hosp. Admin.—Natl. Naval Medical Cen- 
ter—Bethesda, Md. 

Stillwell, L. H.—Pers. Dir.—-Dayton (Ohio) 
State Receiving Hosp. 

Tracey, Donald J.—Student—State Univ. of 
lowa—lIowa City 

Tracy, Gilbert P. Jr.—Student—Stete Univ. 
of lowa-—-lIowa City 

Tuttle, M. B.—Adm.—Hahnemann Hosp.— 
Washington, D. C. 

Vogel, William O.—Student—State Univ. of 
lowa—lIowa Cit 

Weeks, Edgar- jef, Medical Material 
Branch — Office of the Surgeon, Ha. 
TTAF—Gul rt, Miss. 

White, Robert E.—Pers. Dir.-Hurley Hosp. 
—Flint, Mich. 

Williams, Gordon Curtiss—Student—Univ. 
of 

Williams, Lacy E. tudent-——-Univ. of Chi- 
cago—Chicago 


HOSPITAL AUXILIARY MEMBERSHIP 
NEW MEMBERS 


Santa Rosa Memorial Hospital Auxiliary, 
Santa Rosa, Calif. 

Women's Hospital Auxiliary of Ft. Lauder- 
dale, Inc., North Broward General Hos- 
pital, Ft. Lauderdale, Filia. 

Hospital Auxiliary, Lexington, 

y. 

Women's Auxiliary, Bayonne Hospital, 
Bayonne, N. J. 

*. Joseph's Hospital Guild, Asheville, 


Hospital association meetings 
(Continued from page 6) 


Supervisory Training Workshop—february 27- 
March 2; Boston (Somerset Hotel) 

Nursing Service Administration institute— 
February 27-March 2; Portiand, Oregon 
(Multnomah Hotel) 

Medical Record Library Personne! institute 
March 12-16; Salt lLoke City (Utah Hotel) 

Dietary Department Administration institute 
March 12-16; Chapel Hill, North Caroline 
(Carolina inn) 

Central Service Administration institute-— 
March 26-29; Buffalo (Statler Hotel) 

Hospital Engineering Institute—April 2-6; 
Atlanta (Henry Grady Hotel) 

Operating Room Administration § institute— 
April 9-12; Nashville (Dinkler-Andrew Jack. 
son Hotel) 

Medical Social Workers Institute-——April 9-13, 
Chicago (Congress Hotel) 

institute on insurance for Hospitols—April 
23-24; Kansas City, Missouri (Hotel Pres- 
ident) 

Occupational Therapy Iinstitute—April 23-27; 
St. Lovis (Sheraton Hotel) 

Hospital Auxiliary leadership Institute—April 
24-25; Seattle (Ben Franklin Hotel) 

Hospital Low Institute—Moy 14-15; Atlantic 
City (Traymore Hotel) 

Institute on Insurance for Hospitals—May 31- 
June 1; San Francisco (Sir Francis Droke 


Hotel) 
Nursing Service Administration Institute—June 
4-8; Denver (Cosmopolitan Hotel) 
Operating Problems for Small Hospitals insti- 
tute—June 7-8, Lovisville (Seliboch Hotel) 
Medical Record Library Personnel Institute— 
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to any type of wood or 
metal bed, including the 
adjustable high-low beds. 


@ The purpose of any sideguard, of course, is to prevent the patient 
from falling out of bed. The fact is, however, that the long side 
guards that have been commonly used may—and often do—serve 
to make a fall more serious, rather than to prevent it. If the patient 
insists on getting out of bed, and has the physical strength to do so, 
the long guard will not prevent him. It is the consensus of hospital 
people who have seen and used the Hill-Rom Safety Side that it will 
take care of 98% of all cases requiring side guards. The compara- 
tively few cases that may require a full length sideguard can be 
taken care of by affixing another pair of Safety Sides to the foot 
end of the bed. 


Safety Sides—A New Safety Measure 
by Alice L. Price, 8. N., M.A. 
ovthor of “The Art, Science and Spirit of Nursing” 


This Procedure Manvel ox in detail how to ectively we Safety Sides 
to prevent bed to eveid seriow 
Student Nurses 


HILL-ROM COMPANY, INC.* BATESVILLE, INDIANA 
9! 


Long guards often cause accidents 
| 
4 
bed. jal. 
— 

| 

| 


THE LOWEST COST, 

MOST EFFICIENT 

SYSTEM FOR FILING 
ACTIVE RECORDS 


The ‘Verti-File’’ open shelf filing 
system couples the economy of a low 
capital investment with high gpeéd 
Siling efficiency. This system most 
suitable for new installations, but if 
you are adding to your present filing 
set-up, it is easily adaptable to all 
filing methods. 


Why not have our literature and 
prices in front of you? 


WRITE 
FOR NEW 
BROCHURE 
AND 


METAL FURNITURE 
COMPANY 
455 Struthers St. WARREN, PA. 
A DIVISION OF THE 
ROYAL METAL MFG. CO. 
Manubecturers of library shelving, industriel 
shelving, and factory burniture for over 
quarter of century. 


June 11-15; Chicago (University of Chicago) 
Hospital Public Relations institute—june 18- 
21; Pittsburgh (University of Pittsburgh) 
Hospital Phormacy Institute—june 18-22; Aus- 
tin (University of Texes) 
Hospital Accounting and Business Practices 
Institute June 18-22; Emory University 
(Emory University) 


Principles of administration 
(Continued from page 35) 


What does this second concep- 
tual system of administration have 
to offer in the world of adminis- 
tering hospitals? It has the virtues 
of elasticity and adaptability; it 
lays no claims to universal] rules 
and techniques; its discussion has 
not yet hardened into dogma as 
to “the one fight way” to organize 
for policy planning, for decision- 
making, for work-programing, and 
for evaluation. But the very flu- 
idity of this approach has its costs: 
in the field of hospital administra- 
tion, as in every other field, the 
applications must be worked out 
in terms of its own controlling 
environment. No one in the hos- 
pital administration, should regard 
this need as a net liability. s 
(The concluding section in this 
article will appear in the February 
1 issue.) 


Creative hospital administration 
(Continued from page 38) 


other administrators. They can 
help every administrator in his 
efforts to create an atmosphere 
in which to provide better patient 
care. 

Today, the administration of a 
hospital has become a task of in- 
finite complexity. But this fact in 
no way alters the original purpose 
of a hospital. 

A few days ago, as I stood on 
the field of an airport waiting for 
a plane, I saw a pilot trying to light 
his cigarette in the wind. He held 
the lighter cupped in his hands, to 
prevent the wind from snuffing out 
the flame. 

I think that is what modern hos- 
pital care must do for the patient: 
As the hand shields a flame from 
the wind, so must the administra- 
tor strive to have his hospital 
shield the patient against the ad- 


verse winds of illness that may 
beset him. ad 


Nursing and nursing education 
(Continued from page 33) 


50,000 graduate nurses a year for 
the next ten years to meet the 
present demand. This would ap- 
pear to be completely impossible, 
not only from a recruitment point 
of view, but also from the aspects 
of instructors and nursing school 
facilities. It is estimated that with- 
out having to expand present fa- 
cilities or increase the teaching 
staff, public vocational schools 
could train twice the 10,000 prac- 
tical nurse students presently en- 
rolled.* 

7. The relation of nursing te the oad- 
ministrative organization of the hospital 
should be reviewed. It is also sug- 
gested that the director of nursing 
be brought closer to the adminis- 
tration of the hospital. In any in- 
dustry or business in which the 
number of personnel or the budget 
of a division is of the magnitude 
of hospital nursing, the head of 
that unit is a vice-president, an. 
assistant director, etc. The granting 
of such formal recognition to the 
director of nursing is of value from 
a morale point of view. It is also 
a realistic approach to the im- 
portance of nursing in the hos- 
pital administrative and operating 
structure. 

8. The medical profession must recog- 
nize its responsibility for meeting the 
need fer hespital nursing personnel. 
Physicians, both individually and 
collectively, have pressed for a re- 
duction in the length of nurse 
training from three to two years, 
but have not been too understand- 
ing of the financial implications 
‘o hospitals. One possible solution 
to this suggestion is the two-year 
junior college experimental pro- 
gram currently being studied by 
Teachers College at Columbia Uni- 
versity. Doctors are also incon- 
sistent in pressing for shorter or 
less nursing education and in pro- 
testing about the nurse doing paper 
work and administration, and, at 
the same time, passing on more 
policing, control and procedures 
to the nurse. 

The greatest hope for the devel- 
opment of understanding and co- 
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6peration between hospital nurses 
and physicians is the joint com- 
mittees for the improvement of the 
care of the patient—started at the 
national level and now extending 
to the state and local hospital level. 
Realization of their mutual prob- 
lems and the reassignment of med- 
ical and nursing duties among 
physicians, graduate nurses, prac- 
tical nurses and nursing aides can 
only come through these mutual 
conferences. 


A review of the numbers of 
nursing personnel available to hos- 
pitals since 1930 shows: 

1. Graduate nurses have in- 
creased in greater proportion than 
the population during the past 20 
years, but the demand for nursing 
personnel has increased even more 
due to many factors. 

2. The numbers of nurses gradu- 
ated from the graduate nurse 
- schools of the country have not 
kept pace with the increased de- 
mand for nursing personnel, The 
resultant nursing aide and licensed 
practical nurse programs have pro- 
duced many additional personnel 
to help meet nursing needs. 

3. There is and always will be 
a need to continue, strengthen and 
enlarge the present schools for di- 
ploma and collegiate programs and 
for graduate training, not only to 
provide bedside service, but also 
to furnish the necessary team lead- 
ers, head nurses, supervisors, ad- 
ministrators and teachers upon 
which nursing programs are built. 

4. In addition to utilizing the 
graduate nurse in those specific 
areas in which her preparation 
best suits her and acknowledging 
her financial and administrative 
worth, it is essential that the du- 
ties, training and recruitment of 
the licensed practical nurse be 
carefully evaluated. The licensed 
practical nurses program presents 
an economical, rapid and efficient 
opportunity to assist in the solution 
of this country’s nursing problem.® 
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Silent Paging 


for Hospitals ... by RADIO 


Pocket size "RADIO PAGER” is easily carried 
by decter, nurse, and hospital administrator. 
Any individual can be instantly and privately 
paged anywhere in the hospital. Not even others 
whe carry Hendie-Talkie “RADIO PAGERS” 
heer the message. 


Small enough to slip in the suit or surgical coat 
pocket, clip to the belt or be carried easily in an 
instrument beg. The “RADIO PAGER" is com- 
pletely transisterized, costs only pennies per 
day te operate, is simple te use and provides 
reliable, tested and proved perfermence, not 
affected by X-ray and diathermy. 


* 


Switchboard operator transmits private message 
by pushing button on selector box correspond- 
ing te “RADIO PAGER" of desired person. Burs 
in portable Pager alerts person and voice mes- 
sage follows. The buzz end personal voice 
message are not heard by anyone else. 


With this new concept in paging 
systems, hospitals are offered the first 
personal an rtable means of com- 
munication. There are no bells, lights 
or annoying Public Address calls... 
just a buzz. and a voice message, trans- 
mitted instantaneously and directly 
to the desired person, and to him only. 
Instantaneous, positive contact assured 
regardless of location—in patients’ 
rooms, maintenance areas, etc. The 
versatile “RADIO PAGER” does it all. 
In cases where an existing paging 
system cannot be completely re- 
placed, Motorola Radio Paging 
rovides a nominal cost supplement 
or use by key roving personnel dur- 
ing the day and complete silent night 
time paging. 
Motorola provides installation and 
guaranteed maintenance by a na- 
tional service organization. 
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radio paging systems 
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JOHN HAYES 


There is no truth in the rumor 
that the reduction of this depart- 
ment to a half page was done for 


the purpose of weaning its readers. 
x « 

According to the British Medi- 
cal Journal, the Chairman of the 
Northern Ireland Health Services 
Board is threatening to make doc- 
tors pay for prescriptions where 
the handwriting is not to his liking. 

A correspondent writes saying, 
“I suppose he has the authority to 
do this... . but what is he going 
to charge if he cannot read the 
prescriptions? Perhaps the next 
move will be to deduct 100 pounds 


AT TOP 


modern couch... 
then, add bedding .. . and 
PRESTO! a wonderful night's 


sleep. No unfolding. No mov- 
ing parts. Only simple modern 
design and solid comfort. ideal 
for all mass housing. 


Hairpin legs, bolster 
rail removable for 
low cost KD shipment. 


NO-SAG SPRING COMPANY 
21590 Hoover Road, Detroit 13, Mich. 


No-Sag non-hammocking foundation 
affords the restfulness of contour con- 
forming resiliency, plus the permanent 
strength of the arc suspension platform. 
for Patients . . . a modern, functional 
concept of comfort. 

for Staff... new space soving livability 
for sitting and sleeping. 


for Visitors . . . restful waiting rooms 
for relaxation or a nap. 


from the remuneration of doctors 
who are found to have inky fin- 
gers, or who suck sweets during 
surgery hours.” 

I would call that “unsocialized 
medicine.” 

¢ 

Suggested name for the house 
organ of a hospital for treatment 
of long-term illnesses: 

“The Chronical.” 


Additions to the Moron’s Medical 
Lexicon: 

LYMPHATIC—The opposite of 
“emphatic.” 

MICROBE—A cover for a micro- 
phone. 

MILIARY TB—Lung disease of 
soldiers. | 

NAUSEA—Name of a famous 
race horse. 

PARASITE—The Eiffel Tower. 

PARENTERAL — Concerning 
fathers and mothers. 

A patient day is a day that puts 
up with you even though you 
waste the precious hours it gives 
you. 

My old friend and former associ- 
ate, George J. Hooper, writes to 
inguire, “If a six month baby is 
called a “premature,” would an 
eleven month baby be called an 
“overture?” 

I wouldn’t know, George; but I 
do know that many men have listed 
babies over 21 years of age as 
“expenditures.” 

I am told that in London a hos- 
pital has decorated the ceiling of 
an anesthesia room with a painting 
showing flying geese. Probably 
they show storks in the maternity 
section. 

In my opinion the most effective 
picture for the ceiling of an anes- 
thesia room would be that of a 
speakers’ table at a banquet. 

This “do it yourself” fad is grow- 
ing so fast I suppose it won't be 
long before we will be able to buy 
a “Remove your own appendix” 
kit. 

x* 

Can you imagine anyone being 
so stupid as to think that the Red 
Lion Inn is the name of a com- 
munist maternity hospital? 
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HARLLEE BRANCH, JR. 


Portrait by Fabion Bachrach 


“We consider it a privilege to make the 
Payroll Savings Plan available to all our people” 


As President of Georgia Power Company, Mr. Harllee 
Branch, Jr., can be proud of his company’s Payroll 
Savings Plan—more than 50% of Georgia Power's em- 
ployees are Payroll Savers. They are putting more than 
$423,000 into U.S. Savings Bonds each year. But, Mr. 
Branch’s interest goes beyond his own company Plan. A 
few months ago, as President of the Edison Electric 
Institute, he asked all the 185 member companies in the 
electric utility industry to join in an industry-wide effort 
to increase employee percentages in their Payroll Sav- 
ings Plans. 

First results of the industry campaign are now com- 


ing in. Gulf Power Company has reached 87.3% em- 
ployee participation... Utah Power and Light employees 
have enrolled 69.6% . . . Wisconsin Electric Power re- 
ports 69.8% . .. Wisconsin-Michigan Power Company, 
62% ... Wisconsin Public Service, 57.6% . . , Lake Supe- 
rior District Power, 52%. 

Has every employee in your company been offered an 
opportunity to enroll in the Payroll Savings Plan? If not, 
communicate with Savings Bond Division, U.S. Treas- 
ury Department, Washington, D.C. Your State Sales 
Director will show you how easy it is to conduct a 
person-to-person Canvass, 


The United States Government does not pay for this advertising. The Treasury Department 


thanks, for their patriotic donation, the Advertising Council and 
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Proven by Performance-Adopted as ‘STANDARD’ 
the sterilizing bag with 
THE “BUILT-IN’’ INDICATOR 


wertiaas 


LANE vem 


ABTOCLAVING 
BAG 


The steriLine Bag, in just two short oem is already established 
as “Standard” by thousands of hosp There's good reason — 
the heavy duty, high wet-strength, ew fhe Bag saves you time 
and insures safe, sterile handling of your instruments. Plus, the 
“steriLine Indicator” eliminates any doubt as to whether the con- 
tents of on hey, have been autoclaved. This “built-in” indicator 
changes rom white to black only after proper sterilizin 
coalitions ar time, steam and es have been achiev 
Use steriLine Bags as thousands of hospitals are now doing. 


Aseptic-Thermo Indicator Company u-1 
SEND FOR 11471 Venowen St., North Hollywood, Calif. 
Please send free steriLine Bag samples and prices 


FREE Title 
Hospitei 


Address 
City Jone____ State. 


AUTOMATIC PARKING 


tas HOSPITALS 


PARCOA... 


with exclusive ‘‘Card-Key”’ 
CONTROLS PARKING LOTS 
WITHOUT ATTENDANTS 


This PARCOA system 
assures private 
parking facilities for 
doctors, staff members 

without attendants. 
Pays for itself through 
labor savings. Exclu- 
sive ‘‘card-keys"’ actu- 
ate mechanism to 
control gates auto- 
matically, Safe, de- 
pendable. Simple 
operation, negligible 


Color-sound film available for private “eho 
showing to your group. Tells how maintenance. Installa- 
PARCOA solves private parking prob- tons in more than 50 
lems. Write for details. cities. Write for litera- 


ture today. 


PARLOA Division of lates Fare Box Company 


4619 N. Ravenswood Ave, Chicago 40, Ill. Phone LOngbeach 1-0217 


Sales and Service Offices in Major Cities 
listed under BOWSER, Inc. 
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WANTED 


REPRESENTATIVES WANTED 


Established manufacturer with ~ ag ane 
for hospitals and institutions wants 
RESENTATIVES experienced "high 
equipment. Address 

OSPITALS. 


POSITIONS OPEN 


CONTROLLER—B.S. Business Administ)a- 
tion or equivalent experience to supervise 
all phases of accounting for 340-bed volun- 
tory general hospital—not tax supported. 
Adequate staff. “Excellent working condi- 
tions. Apply Decatur and Macon Ccunty 
Hospital, Decatur, [linois. 


LABORATORY TECHNICIANS —)penings 
exist in modern laboratory. Good salary 
tails appl r. V. Wynne, Adminis- 
trator, & 28 Hospital, Waterbury, 
Connecticut. 


DIRECTOR OF NURSING SERVICE—New 
Voluntary general hospital of 150 beds and 
30 bassinets. Salary opem, living out. Apply 
ving outline of education and experience 
Executive Director, Miriam ospital, 
164 Summit Avenue, Providence, Rhode 
Island. 


ANESTHETIST--N'URSE for 250 bed gen- 

eral hospital. Excellent working condi- 

tions and personrie!l licies. G startin 

Wr. rt Stajich, Assistan 
n 


Administrator, Columbia Hospital, 3321 N. 
Avenue, Milwaukee 11, Wiscon- 
sin 


PHYSICAL THERAPIST—temale. New 220 
bed ultra-modern h ital. College town 
—exce'lent climate. Colorful surroundings 
Contect H. H. Hill, Administrator, We 
General Hospital, Greeley, Colo- 
rac.o 


DIETITIAN—Chief, A.D.A. member. 160- 
bed general hospital fully approved. Good 
rsonnel licies. Salary open. Frederick 
emorial Hospital, F ck, Maryland. 


ASSISTANT DIRECTOR, NURSING SERV- 
ICE. Responsible for nursing service in 
400-bed non-profit hospital which includes 
115-bed jatric unit. Friendly city 225.- 
000. Prefer candidate with successful ex- 
—— and preparation in nursing serv- 

ce administration. 40 hour week. Salary 
open. Position available January 1, 10956. 
pply Director of Nursing Service, lowa 

ethodist Hospital, Des Moines, lowa. 


MEDICAL DIRECTOR, North American 
Graduate, five years Tuberculosis exper!- 
ence, relatively new 100-bed tuberculosis 
hospital, salary $10,000, complete 
nance. Apply State Tubercu su tal 
Commission, New State Office Bui = 
Frankfort, Kentucky. 


ASSISTANT MEDICAL DIRECTOR. 100 
bed tuberculosis h ital, North American 
Graduate, salary , Lomplete mainte- 
nance apply Medical Director & Superin- 
sopaent. istrict Five Tuberculosis Hospi- 

London. Kentucky, or State Tubercu- 
eel Hospital Commission, New State Of- 
fice Building. Frankfort, Kentucky. 


ASSISTANT ADMINISTRATOR for 40-bed 

hospital. Must have some Administrative 

training or experience. Small industrial 

city, modern building and equipment, no 

training school. Salary open. Apply Mrs 

—* Badger, Dunlap Hospital, Orrville, 
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hosp 500 beds; one of finest tch'g hosps in 
area; affil several med schis; rea'’s out- 
standing man, pref one ne nationally nown, 
substantial. (h) 125 bed gen'| JCAH hosp 
contemplat’g add’g 80 beds; very attrac 
town nr sev ige cities E. (k) Well trn'd 
pees anize bus affairs lige Tic 

7en'l hosp 175 beds; expan- 
city; MW. (1) Vol gen 
JCAH 160 bed hosp; money collected for 
new wing: lige univ city; idE. 


ADMINISTRATORS: (ASSISTANTS): (p) 
New 325 bed, JCAH vol gen'l “VY coll 
town 135,000; SW. ir) 500 beds, JCAH gen’! 
hosp; pref one with adm degree & sev 
years exper; outstand’g potential for rapid 
advancement; univ town 150,000; NE. (t) 
Adm service dir; very lige tch’g hosp: 
ee excel for further exper; univ city; 


ADMINISTRA TORS—-CLINIC- 
New st; 15 man group expanding to 20; 
excellent facilities in modern buildin 
university medical center city, 
Midwest. (i) Medical partnership of 15 
specialists, Diplomates or eligible situated 
in JCAH hospital 125 beds expanding to 
180 beds; should be well qualified in ac- 
counting; one of finest groups in area: 
Mideast. (j)) Long established group staffed 
by 15 specialists; two units in nearby 
towns; office staff of 22; one hour to 
Chicago; recommended. 


ADMIN. (WOMAN)~—-(d) R.N. or non-med: 
exp'd; gen hosp 150 bds: city 20,000 nr 
impor univ med ctr: E. (e) R.N. or non- 
med; gen hosp 75 bds: expend ety 
twn nr fairly lge univ city: M (f) 

or non-med; 40 bd gen hosp: commuting 
dist NYC. Ze New Hill-Burton hosp 

com Jul em twn nr ige univ 
eny, 


ADMINISTRATIVE EXECUTIVE POSTS: 
(k) Accountant; preferably with Degree 
and experience in group-clinic manage- 
ment; opportunity advance to assistant 
administrator; long established clinic grp: 
16 Diplomates or Board eligible men; out~- 
standing facilities; one of finest groups in 
area; travel expenses for interview; Mid- 
east. (1) Business Manager; new hospital 
project; will work with building committee 
and architects: college town: East. (m) 
Office Manager; male; under 50; full chee, 
accounting, admissions, credit & collec- 
tions; staff of 30; medical school affiliated 
hospital 400 beds: large town on Lake 
Michigan near Chicago. $6000. (n) Per- 
sonal Director; new post: male: large, 
medical school affiliated hospital; large 
city: Midwest. (o) Director of Public Re- 
tations well qualified man or woman; will 
handle the Press: layout work: wire serv- 
ice; photography: also house organ, 200,000 
circulation: well staffed department, na- 
tionally known hospital: minimum $8000: 
large city: West. (p) Purchasing Agent; 
500 bed general hospital; one of finest in 
area; vicinity, Detroit. 


ANESTHETISTS: (d) Several; 10 modern 
new hosps; outstand’g facil; coal mining 
areas of SE: $6400, excel rs policies. (e) 
2 anes on staff: vol gen hosp 45 bds: $450 
& $10 pr call; progressive twn; Calif. (f) 
2 req'd: M.D. anes on staff; 150 bd hosp: 
$6000; resort twn: Fla. 


DIETITIANS: (d) Chief; full dept r 
75 bd gen hosp: apprv’d JCAH: delightful 
resort twn 10,000; MW. (e) Chief: fully 
apprv'd 300 bd gen hosp: resort & resid 
twn 20,000; (f) Gen hosp 75 bds; apprv'd 
JCAH: lovely am twn; Pac NW. 


DIRECTOR OF NURSES: (d) Nurs serv: 
3-yr old, @0 bd long term hosp; min 
$4600; lige univ city; ..(e) Nurse serv; 


S0-bed gen hosp; $4800; lovely sm 
Pac NW. (f) Nurs serv & ed: qual ass'ts in 
both; vol gen hosp 300 bds; med schi 
affil; 70 studertts; to §7000; EF 


EXECUTIVE HOUSEKEEPERS: ic) Vol 
en hosp 250 bds; med schi affil; lovely 
ge city; Pac NW. (id) Fully apprv'd 250 
bd gen hosp; attrac twn 000; Atlantic 
Coast. 


FACULTY POSTS: (a) Dir. practical nurse 
prog, accred jr coll; full respon, org & 
estab new prog: to $7100 or better dep on 
acad preparation; SE. (b) Assoc ed dir; 
fully apprv'd ige hos $5200: Rocky 
Mtn area. (c) dir; students; 500- 
bd gen hosp: lovely # So. (d) Nurs 
arts, psy & med-surg instr; 6 hrs tch'g load 
daily; coll sehi; to §5000; lake resort twn 
50,000 nr lige univ med ctr; MW. (e) Sci- 
ence instr; apprv'd 260 en pes sub- 
urb, lge univ med ctr: nglan 


SUPERVISORS: ‘a) OB: 6 bd unit; 2 
firs & del rm suites; some teach’g:; coll 
affil sch: lige gen hosp; FE. (b) OR; ver 
ige univ hosp: Soe. (ec) OR: reorg Dept: 
no age restr; 900 bd teach'’g hosp: 

MW. (d) Ped; apprv'd 250- gen heen: 
trng sch: twn 20,000; SE. 


THE MEDICAL BUREAU 
M. Burneice Larson—Director 
Palmolive Building 
Chicago 


ADMINISTRATORS: (a) noes, ige chronic 
hosp; med. center, MW; $14,000, home, 
family mtce. (b) Gen. 200-bed hosp; New 
Eng: $10-$15,000. (c) Gen. 175- ‘hosp; 
resort city, So. HIA-1 


hosp; foreign New 125-bed 
gen. hosp; So. HIA-2 


DIETITIAN: (a) Chief; hosp. group, 800 
beds, affil. med. school; faculty rank; out- 
standing oppor; $8000. HIA-3 


DIRECTORS OF NURSING: (a) Asat. dir. 

300-bed, air-conditioned hosp: American 

owned company; foreign country; $12,000. 

(b) Dean: established coll. of nursing in 

with univ. coll. of med 
1A-4 


EXECUTIVE PERSONNEL: (a) Business 
mar; 200-bed hosp; univ. town, W. (b) Di- 
rectors, personne! and purchasing; 400-bed 
en. hosp; univ. city, So. (c) Comptroller: 
bed univ. & town, MW. HIA-5 


FACULTY POSTS: (a) Educational direc- 
tor: hosp. operated under Amer. auspices, 
foreign country: 60 students: §660-§865. 
mtce, (b) Ped., OR, OB. instructors; univ. 
school; So, $5400. HIA-6 


RECORD LIBRARIANS: (a) Chief: new 
-bed gen. hosp; coll. town, So; min., 
$500. HIA-7 


SUPERVISORS: ia) OB. communicable 
med. surg; new 300-hed hosp. 


Amer wd fa city: 
(b) Om: gen. hosp; Calif; min. 
$4500. 


HOSPITAL PERSONNEL pUREAU 
Charles J. Cotter, Director 
Knickerbocker Bidg. 218 E. Lexinton St. 


Baltimore 2, Marylend 


Nation-wide placement service for 
cians, Administrators, Anesthetists 


Licensed Employment Agency. 
(Formerly Hagerstown, Maryland) 
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Housekeepers, Accountants. 
Secretaries, etc., i] resume, & photos 
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VERTISING 
POSITIONS OPEN 


MARY A. JOHNSON ASSOCIATES 
AGENCY 


1! West 42 Street New York 36, N.Y. 
Mery A. Johnson, Ph.D., Director 
FINE SCREENING BRINGS BEST RESULTS 


Our careful study of post and appli- 
te produces maximu in se- 
ion. Candidates hat their 

credentials are carefull to in- 

dividual situations, and only those who 
qualify are recom , Our proven 
method sh both employer and appli- 


lelds 

eant from need terviews e do not 
adv specific available positions. Since 
it is our policy make every effort to 
a best candidate for the position 
and the best job for the ca 

4 our ings y con- 

al. 


We do have many interesting openings 
for Administrators, Physicians, Anesthe- 

, Directors of aeek Dietitians, Medi- 
e Technicians, Therapists other 
supervisory personne). 


No registration fee 


INTERSTATE 
MEDICAL PERSONNEL BUREAU 
333 Bulkley Building, Clevelond, Ohio 
Miss Elsie Dey, Director 


BUSINESS bed hospital- 


clinie, $6500. 685 bed hospital, New 
York 106 hospital, South- 
west, (d) tal, east. (e) 350 


bed near Belt 


ASSISTANT ADMINISTRATOR.-175 bed 

Ohio hospital. Open February. (b) 260 

bed hospital, Pennsylvania. (e) 115 bed 
=. hospital. (d) 166 hospital, 
uck 


DIRECTOR OF NURSING--300 bed mod- 


5 bed hospital, 
pital, south. (d) 200 bed hospita 
ANESTHETISTS.Dietitians; Pharmacists: 


Laboratory and X-ray Technicians; Record 
Librarians. 


HOUSEKEEPERS—300 bed 
pital, east. (b) 250 bed Ohio hospital. 
Florida. 


(e) 


ZINSER PERSONNEL SERVICE 
79 W. Monroe Street 

Chicago 3, Ilinois 
TECHNICIANS PES 


SICIAN INTEND- 
and INSTRUCTORS—We can heip 
you secure positions 


POSITIONS WANTED 


THE MEDICAL BUREAU 
M. Burneice Lerson—Director 
Palmolive Building 
Chicago 11, Illinois 


ADMINISTRATOR: M.H.A. 3 yrs, 
ene hosp; 6 yrs, 350-bed hosp: 
PATH IST: Diplomate; now assoc. 
bed tch’g hosp. 

TOLOGIST: Diplomate (Diagnosis, 


Radium); isotopes; 4 yrs, 


POSITIONS WANTED 


REGISTERED NURSE ANESTHETIST — 


Male. Desires ition on fee-for-service 
basis. Address G-41, HOSPITALS 
INTERSTATE 


MEDICAL PERSONNEL BUREAU 
333 Bulkley Building, Cleveland, Ohio 
Miss Elsie Dey, Director 


BUSINESS MANAGER—Or Comptroller, 
350-500 bed hospital. A.B. ee. 10 years 
experience, Pennsylvania, io hospitals. 
Outstanding record. 


ADMINISTRATOR — F.A.C.H.A. 18 years 
experience. At present, acting as hospital 
consultant. 


ig N, 12 years Superin- 
65 bed hospital. Excellent finan- 
cier 


DIRECTOR OF NURSING—M.A 
4 years, Educational mg 

hospital; Past 5 years Director of orang, 
400 bed hospita tal. 


EXECUTIVE HOUSEKEEPER—Course in 

Personnel M ement. Recent experience, 

ged bed hospital, California. 
years. 


ree years ence rge teac 
Fospital, mid- va 


CHIEF PHARMACIST: Age 28. 2 years 
pharmacist 3 years, large hos- 
p 


Woopwarp 


AY 
CHICAGO® 


QNOOWARDO 


ADMINISTRATOR, years, 
assoc med dir, 400 yrs, di 
prof services & assoc med r impor med 
sch & its graduate hosp 


ADMINISTRATOR: BR.N. (woman); RRL; 
exp includes records, 5 yrs, 5 yrs, instr, 
home nursing; 9 yrs, adm, 60 bed gen 
poaps very active in hosp ‘affairs: seeks 

75 beds up, locality but prefers 
fit, single; Norwe an; 
outstan f, record of achievement; 


ADMINISTRATOR: (ASSISTANT) BS. 

18 mo, chief pharmacist 
gen hosp; 2 yrs, univ of re 

bed hosp; seeks a 400 beds 

up; any locality; earl 


DIRECTOR OF NURSES—female; 50's; 
some coll trng; sev yrs staff, supv exp: 
past 5 yrs, supv of nurses; now empl as 
ass't r & dir of nurses, ige nursing 
only. 


PATHOLOGIST: Dipl, both branches; 
yrs, assoc path, 600 bed tch’g hosp; well 
— automic medicine, hematology: age 


RADIOLOGIST: 30; grad, MD, Minn; Dipl, 
( & therap PY) trn’d, 2 
rad, USAMC, Japan) : Pid rad $00 bed 
teach ‘g hosp: seeks mild ¢ 


Effective 


but low-cost 
Communications 


Classified advertising is the lowest- 
cost method of advertising. It can 
serve your hospital effectively when 
you are recruiting employees or when 
you have used equipment to sell. 


Here is the audience for your adver- 
tisement .. . HOSPITALS’ 
include more than 9,000 hospitals and 
administrators, 1,800 department 
heads, 700 governing board members 
in addition to approximately 4,500 


others. 


The classified advertising rate is 25 
cents per word with a minimum of 
$3.50 per insertion. Deadline: 30 days 
before publication date of the issue. 


HOSPITALS 


Journal of the American Hospital Association 
18 East Division Street, Chicago 10, Illinois 


HOSPITALS, J.A.H.A. 


| 
| 
| | 
ern _ new; mid-west. $7,000. (b) 
> 
py 
~ 


th erapeutic dosage of 
B Vi tamins 


00 calories per li ter 


’ Travert 10% with therapeutic formula vitamins in 
products of | 


DISTRIBUTED AND AVAILABLE ONLY IN THE 37 STATES EAST OF THE ROCKIES (except in the city of El Paso, Texas) THROUGH 


AMERICAN HOSPITAL SUPPLY CORPORATION 


SCIENTIFIC PRODUCTS OIVISION GENERAL OFFICES © EVANSTON, ILLINOIS 


7 
¥ 
"he 
> 

De 
y 
a‘ 
4 
+4 
>» 


for safe, simple, smooth anesthesia 


trash intravenous anesthetic 


| With versatile SURITAL, induction is rapid, anes- 
" thesia smooth, recovery prompt, and side effects 
' infrequent and mild. 


Detailed information on SURITAL sodium (thiamyial sodium, Parke-Davis) is availabie on request. 


> 
4% % 
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|? PARKE, DAVIS & COMPANY oberroit, micniaan | 
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